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NICOZOL 
For Senile Psychoses 
DRUG SPECIALTIES, Inc. 


P. O. BOX 830 
WINSTON-SALEM 1, N. C. 


Most of your demented patients with senile 
psychoses can be treated in their own homes 
and restored to good behavior and sociability. 


An authoritative 1953 article* reported the 
following benefits from treatment with a combi- 
nation of pentylenetetrazol and nicotinic acid: 
improved behavior 70%, better sociability 52%, 
ability to take care of one’s self without assistance 
48%, improved appearance and neatness 41%, 
greater alertness 38%, and improved memory 
and general activity 31%. 


NICOZOL Capsules contain pentylenetetrazol 
100 mg. and nicotinic acid 50 mg. Recommended 
dosage, | or 2 capsules t. i. d. NICOZOL Elixir 
contains pentylenetetrazol 200 mg. and nicotinic 
acid 100 mg. per teaspoonful (5 cc.). Recom- 
mended dosage, 2 to 1 teaspoonful t. i. d. 


Clinical studies show that NICOZOL is particu- 
larly effective for senile psychoses with symp- 
toms of memory defects, confusion, deterioration 
and abnormal behavior. 


Nicozol capsules are available in bottles of 100—500— 
1000 NICOZOL Elixir, in bottles of eight ounces—pints 
and gallons. 


*Levy, S.: Journal of the American Medical Association, De- 
cember 5, 1953. 


MAIL COUPON TODAY 
For Free Nicozol 
Drug Specialties, Inc. 
P. O. Box 830, Winston-Salem 1, N. C. 
Kindly send me professional sample of NICOZOL 
Capsules, also literature on NICOZOL for Senile 
Psychoses. 
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‘Thorazine’ is ‘‘of unique value in the symptomatic control of 
almost any kind of severe excitement. This includes catatonic 
schizophrenia, schizoaffective conditions, epileptic clouded states, 
agitation occurring in lobotomized patients immediately or 

several months after surgery, and organic-toxic confusional states, 
as frequently observed in uremic conditions and senile psychoses.”’ 
(Lehmann, H.E., and Hanrahan, G.E.: A.M.A. Arch, Neurol. & Psychiat. 
7i:227 [Feb.] 1954) 

Available in tablets and ampul solution for injection. 


Additional information on ‘Thorazine’ available on request. 


Smith, Kline & French Laboratories 
1530 Spring Garden Street, Philadelphia 1 


s&s *Trademark for chlorpromazine hydrochloride, $.K.F, 
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§.K.F.’s Selective Neurologic D ssant 
S.K.F.’s Selective Neurologic Depressant 
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The calming influence of Mebaral 
is eminently helpful in 


tension and anxiety states 

nervous symptoms of the menopause 
neurasthenia 

mild psychoses 

hysteria 

hyperthyroidism 

migraine 

pruritus 


hyperemesis nervosa 


hyperemesis gravidarum 


restlessness and irritability associated 
with pain or infection 


cardiovascular disorders 
allergies 
alcoholism 


Adults 32 mg. to 0.1 Gm. 


(optimal 50 mg.), 3 or 4 times daily. Tablets of 50 mg. (% grain) 
Children — 16 to 32 mg., Tablets of 0.1 Gm. (1% grains) 


3 or 4 times daily. 


Tablets of 0.2 Gm. (3 grains) 


New Yorw 18, N.Y. Winosor, Onr. 


Mebaral, trademork reg. U. S. Pat. Off., brand of mephobarbital 
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“MYSOLINE” 


outstandingly safe and 


effective anticonvulsant in 


the treatment of epilepsy 


EFFECTIVE IN REFRACTORY CASES... 

Doyle and Livingston report that 63 of 100 patients 
benefited from “Mysoline” therapy after they had failed to 
respond to maximun# dosages of other 

anticonvulsants for at least one year. Seizures were completely 
controlled in 30 and the number 
of seizures was markedly reduced in 20. 


RELATIVELY WIDE MARGIN OF SAFETY... 


Forster observes that “Mysoline” did not give rise to hematologic or 
renal complications in the 150 cases so far reported, and that 

side reactions, such as drowsiness and dizziness, 

were infrequent and usually transitory.” 


PSYCHOLOGICALLY BENEFICIAL... 

Lambros notes that over 80 per cent of 208 patients experienced 

2 “feeling of being more alert” and showed “ improvement in mental 
ability to do tasks which previously were burdensome.” 
He considers this a gratifying effect of “Mysoline” therapy in addition to 
the control of seizures.* 


“MYSOLINE”’ 


brand of Primidone 


CLINICALLY VALUABLE IN THE CONTROL OF GRAND 
MAL SEIZURES AND PSYCHOMOTOR ATTACKS 


No. 3430 — Supplied in 0.25 Gm. tablets (scored), bottles of 100 and 1,000. 
An extensive bibliography supporting the value of “Mysoline” is included in the 
literature which is available to physicians upon request. 


1. Doyle, P.J., and Livingston, S.: J. Pediat. 43:413 (Oct.) 1953. 
2. Forster, F.M.: M. Ann. District of Columbia 23:137 (Mar.) 1954. 
3. Lambros, V.S.: Personal Communication. 


Ayerst Laboratories * New York, N. Y. * Montreal, Canada 
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brand of DISULFIRAM (tetraethylchiuram disulfide) 


Feldman and Zucker report: “Statistical 
and personal experience both show that 
disulfiram puts many alcoholics in a position 
to be rehabilitated.” 


In the judgment of these investigators, 
“Antabuse” is — 


MOST IMPORTANT ADVANCE IN THE 
MANAGEMENT OF CHRONIC ALCOHOLISM..."’ 


Feldman, D.J., and Zucker, H.D.: J.A.M.A. 153:895 (Nov. 7) 1953. 
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A brochure giving full information 
about “Antabuse” therapy will be 
sent to physicians upon request. 


“ANTABUSE” is supplied in 0.5 Gm. tablets 
(scozed ) , bottles of 50 and 1,000. 
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fy Ayerst Laboratories » New York, N. Y. Montreal, Canada 


Now, even seriously ill patients can easily 


be given nutritional support equal to ‘three square meals a day,” 


dramatically hastening recovery and shortening convalescence. 


SUS TAGEN 


Dilution for tube feeding 
1 cup Sustagen to 10 oz. water 


Dilution for oral feeding 
1 cup Sustagen to 8 oz. water 


“Therapeutic Nutrition, Publication No. 234, 


Reports of steady weight gains with patients fed Sustages’ 
exclusively for more than 90 days attest its nutritional com- 
pleteness. 


By tube— 
With Mead's Tube Feeding Set, using plastic tubing half the 
size of the smallest rubber tubing, Sustagen is easily ad- 
ministered without discomfort to your patients. The prob- 
lems of diarrhea, cramps and nausea so long associated with 
tube feeding are virtually eliminated with Sustagen. 
Sustagen also makes possible more complete nutrition for 
many patients for whom parenteral alimentation was hereto- 
fore the only practical and effective means available. 


By mouth— 
Sustagen mixes easily with water to make a delicious 
therapeutic food drink for your patients on liquid or restricted 
diets, underweight or undernourished persons, and when 
tube feeding i d 

Available through drug stores in 1-lb. and 2%-lb. cans, 
and to hospitals in 5-ib. cans. 


MEAD) MEAD JOHNSON & COMPANY, EVANSVILLE, INDIANA, U.S. A. 
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A 24-hour “diet” of 900 Gm. of 
meets or exceeds the 
ae tional recommendations of the Food 
Ae and Nutrition Board of the National 
Research Council.* 
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Vitamins and Minerals 
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“A salute to those who 
made it possible’’3g 


Why there 
are no barred 
windows 


in this 


Here are two of the 237 Fenestra Psychiatric Package Window Units 
in Building Number 8 of Norristown State Hospital, Pennsylvania. 
Architect: H. L. Shay, Philadelphia. Contractor: Wark & Co. 


psychiatric ward 


This hospital has Fenestra* Psychiatric 
Package Window Units that make barred 
windows obsolete! 


Here, modern mental therapy has a much 
better chance to work. 

The appearance of a Fenestra Psychiatric 
Window is like that of the modern, awn- 
ing-type window you see in many homes. 
There is nothing to suggest restraint. 
The protection is where it should be—in 
the window’s design, and in its screen. 


DesiGNn: The Fenestra Psychiatric Package 
Unit includes steel window, casing, oper- 
ating hardware (this window’s bronze 
adjuster handle is removable) and your 
choice of three special inside screens. 
The window has no projecting parts to 
climb on. There are no sharp corners. 
The patient can’t get at the glass, be- 
cause of the screen. All-weather ventila- 
tion is controlled without touching the 
screen. And the window is washed 


Your need for a more homelike, pleasant en- 
vironment for patients encouraged us to de- 
velop a psychiatric window that didn't look 
like one —the Fenestra Psychiatric Package 
Window Unit . . . a great advancement. 


CNCSTIA | 
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inside and out from within the room. 
SCREENS: You get your choice of these 
three flush-mounted, inside metal screens 
(all serve as imsect screens): (1) A 
Detention Screen for maximum restraint— 
the stainless-steel mesh is attached to 
strong, concealed shock absorbers. (2) 
A Protection Screen—similar to Detention 
Screen but without shock absorbers. (3) 
A regular Insect Screen for non-restraint 
areas only. 


And here’s an important point: To elimi- 
nate maintenance-painting, Fenestra Steel 
Windows are available Super Hot-Dip 
Galvanized at slight additional cost. This 
is special galvanizing. Only Fenestra is 
set up to do it. 

Why not call your Fenestra Representative 
today—he’s listed in your classified tele- 
phone directory. Or write Detroit Steel 
Products Company, Dept. AJ-10, 2276 
East Grand Blvd., Detroit 11, Michigan. 
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How Chamberlin Detention Screens 
serve and save 


ways 


Get safe, modern detention . . . protect patients . . . aid therapy 
. slash ground and building maintenance costs, too! 


Give full detention! Sturdy, 
all-metal Chamberlin Deten- 
tion Screens, used by hospi- 
tals everywhere, assure abso- 
lute security! Stand up for 
years under poundings. One 
key opens extra-safe, jam- 
proof, pick-proof locks. 


Protect patients! Spring 
action (shown in jump test) 
protects patients who hurl 
themselves at screen. Screen- 
ing gives under blows. . . 
absorbs shock, lessens injury 
to patient, damage to screen. 
Degree of tension adjustable. 


Aid therapy! No bars or 
grilles to provoke patient 
depression or violence with 
Chamberlin Detention 
Screens. Their trim, home- 
like appearance brightens 
hospital rooms . . . helps 
speed patient recovery. 


Stop glass breakage! In- 
stalled on inside window 
frames or walls, Chamber- 
lin Detention Screens elim- 
inate broken glass .. . pare 
maintenance bills way down 
and safeguard patients, too. 
Also double as insect screens. 


7 BY leading hospitals from coast to coast, extra- 
rugged Chamberlin Detention Screens meet your 
every requirement for safe, modern detention . . . serve 
and save in many other vital ways, as well. 

Made of high-tensile, stainless-steel screening, Chamber- 
lin Detention Screens resist usual forcing, prying, picking, 
and abuse by patients. Let Chamberlin’s nation-wide 
Screen Advisory Service advise you on the selection and 
installation of security screens to suit your exact needs. 
Detention, Protection, and Safety types. No obligation. 
Write today. 


CHAMBERLIN 


For modern detention methods 


CHAMBERLIN COMPANY of AMERICA 


Chamberlin Institutional Services 


1254 LA BROSSE ST. 


Control clutter! Close-woven 
Chamberlin Screens permit 
plenty of light and air, yet 
keep articles from being 
passed in, litter from being 
thrown out. Grounds stay 
cleaner with less need for 
costly maintenance. 


Division 
DETROIT 32, MICHIGAN 


Permit release in case of fire! 
New, exclusive Chamberlin 
Emergency Lock greatly re- 
duces peril of fire. Special 
device opens screens from 
outside for emergency re- 
moval of patients. Lock 
optional at no extra cost. 


also include Rock Wool Insulation, Metal Weather Strips, All-Metal Storm Windows and Insect Screens 
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A dismal foreboding and sense of failure 
hang over any attempt to treat delinquents. 
This is not confined to the lay public, but 
affects the legal authorities and the medical 
profession as well. The courts, their pro- 
bation departments, and the correctional 
organizations have certain reservations to- 
ward the outcome of any attempted therapy. 
Therefore, the very inception of treatment 
is handicapped by the negative attitude of 
people who have seen many ventures in the 
treatment of criminals come to failure. The 
therapist himself may ask, “Am I doing 
right—wasting time or only paying lip serv- 
ice to any effort that may be exerted?” We 
have heard many times that some delinquents 
have not benefited from their earlier ex- 
perience and are unapproachable to insight 
therapy. 

The situation is that delinquents can be re- 
claimed, but present penological practice is 
unequal to the task of social salvage. Only 
by total treatment of the individual, with the 
full range of the community’s resources, can 
we hope to bring effective therapy to bear 
upon the complex and variable difficulties 
that cause men to offend society. 

We once believed that crime could be 
treated by punishment. That method, after 
a trial of some 5,000 years, has failed, 
though we still practice it without believing 
in it. Then we came to believe that crime is 
largely psychogenic and that psychotherapy 
would be a magic wand for its alleviation. 
That method also has fallen short of expec- 
tations. It is not enough. 

At this time perhaps we are under the 
spell or hypnosis of a philosophy of the 
tyranny of the subconscious. We may be 
afflicted with a form of psychological tunnel 
vision, which leads us to concentrate unduly 
upon psychogenic elements and to overlook 
or neglect the somatic factors. We need to 
remember that psychiatry has not yet pro- 


1 Read in the Section on Legal Aspects of 
Psychiatry at the 110th annual meeting of The 
American Psychiatric Association, St. Louis, Mo., 
May 3-7, 1954. 


SOCIAL BEHAVIOR AFTER TREATMENT * 
RALPH S. BANAY, M.D., New York Crry 


gressed to the point where we can place 
complete confidence in mechanized diagnosis 
or therapy. For some time the art and 
science of clinical observation has been rele- 
gated to second or third place, so bemused 
have we become with measurements and the 
utilization of instruments. I have seen clinics 
established for the treatment of delinquency 
operating solely upon the psychological level, 
without thought of physical examination. 

The manifestations of delinquency are 
primarily motivated by subconscious sources, 
conflicts or rebellion. However, our purview 
is in danger of being incomplete or mis- 
guided if we look for them there alone. 
Experience shows that complex emotional 
difficulties often may be traced to obscure 
physical conditions that have remained un- 
discovered under incomplete methods of ob- 
servation and procedure. These may be 
remnants of physical diseases that affect the 
brain and nervous system. What may be 
labeled as behavior problems of children, for 
example, may be disastrously overlooked. 
Scrutiny may show the existence of sub- 
clinical encephalitis, petit mal, a history of 
chorea or long periods of unconscious state 
as a complication in measles, scarlet fever, 
or diphtheria. These may be the primary 
cause of the behavior disturbance, which 
changes from one pattern to another. There- 
fore we would be well advised to continue 
to think in terms of the soma, and not of the 
psyche alone, if we are to avoid misadventure 
and failure. 

In attempting therapy for a maximum of 
benefit, it is imperative that the material be 
sifted, even in minor emotional valuations, 
and that the relationship between therapist 
and patient be established before the therapy 
is begun. This applies much more seriously 
to a sector of emotional disturbance that has 
proved under certain circumstances to be 
dangerous to society. That is to say, the 
delinquent’s rapport with society, of which 
the therapist is a member, is handicapped, 
and it is more difficult for the therapist to 
establish himself with a prospective patient 
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of this kind than with patients who have no 
delinquent trend or history. 

One needs to ask these questions : 

1. Is the individual suitable for therapy? 

2. Is he suitable for therapy with this 
particular therapist. 

3. Does the therapist have the profes- 
sional skill and experience for this type of 
treatment, which cannot be compared with 
the treatment required by nondelinquent 
emotionally disturbed people? Intensive ex- 
perience with a large number of offenders 
for a considerable length of time is needed 
to give adequate background, knowledge, and 
skill to deal with this form of maladjustment. 

There must be careful evaluation of the 
total personality of the prospective patient 
under total environmental conditions. This 
is similar to any problem in medicine where 
certain symptoms have to be interpreted and 
evaluated from the physical as well as the 
psychological standpoint. 

The impression that the patient creates 
in the scientifically trained observer becomes 
especially important when the delinquent 
shows such marked difficulty in total cere- 
bration as most of them do. Their inability 
to evaluate their act and their belief that they 
can always get away with it, in spite of the 
fact that they are caught again and again, 
show profound impairment of their intel- 
lectual function and judgment, an automa- 
tism and deficiency of feeling toward them- 
selves as well as toward other individuals of 
the community. Neither of these symptoms 
alone would be determinate. When we have 
a series of symptoms of this type we have 
to consider the possibility that the root of 
this illness is deeper than the psyche. There 
seems to be a failure of total cerebration. 
These persons are sometimes boldly and au- 
tomatically urged to a criminal act so that 
the deed is an involuntary one without the 
concurrence of a directing mind. 

Whereas there is an over-all direction of 
the mind, we believe that all these things are 
propelled by the power of the subconscious, 
although there are conscious segments of the 
working of the brain. In certain individuals 
the consciousness is weakened to such a de- 
gree that it permits just the criminal tenden- 
cies to come through without judgment, in- 
sight, sense of reality, or evaluation of the 


consequences. Criminality impairs the intel- 
lectual or reasoning powers and perverts the 
normal faculties. I feel that this is a malady 
that really should be defined and perhaps 
classified as an entity within the large group- 
ing of emotional disturbances ; a malady that 
should be designated and separated from the 
large group of other emotional disturbances. 
All we are doing now with these profoundly 
disturbed persons is to house them in institu- 
tions, which provide nothing but a means 
for the policing and custody of these danger- 
ous subjects, rather than relief of suffering 
and promotion of recovery. 

A person may recover fairly well under 
therapy; but the impulse that carried him 
to the hostile act still requires continuous 
sustained effort on the part of the therapist 
and a somewhat protective environment, 
which also has to be trained, instructed, and 
adjusted to be suitable for the therapeutic 
process. It is an extremely difficult thing, 
since most of the members of the environ- 
ment are hostile because of the implication 
that they have partial responsibility toward 
the delinquent act, which they shun. 

The following is an illustrative case with 
which I am familiar. 


A young girl set fires several times in her office 
as a form of rebellion against repression and for 
the release of sexual drives. She lived with her 
widowed father, who did not allow her to leave the 
house except to work, did not permit young men 
to visit her, and subjected her to abuse if anyone 
attempted even to telephone to her. The possessive 
relationship became so unbearable to the girl that 
she wanted to purify herself for the suppression of 
unchannelized aggression. She was symbolically 
trying to destroy or punish her father, who had 
been instrumental in her frustration. The father 
would not accept responsibility for his role in her 
difficulty and even did his utmost to interfere with 
the psychiatric treatment of his daughter, forbidding 
her to continue it, although it involved no family 
expense, coming under research financed by uni- 
versity funds. This is typical of the interference 
or noncooperation on the part of the family, which 
often inhibits or handicaps the treatment of of- 
fenders. The case itself contained indications that 
were obscure in the beginning, but became manifest 
later. The psychogenesis was effected on an already 
weakened structure. This girl had been subject to 
frequent syncopes prior to her delinquent act. 


The following is a curiously similar case. 


A girl of 18 identified herself with Joan of Arc 
in a symbolic act of arson. Working in a hospital 
as a nursing aide, she was pathologically impressed 
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when she witnessed the delivery of a baby. Soon 
afterward she set a series of fires in the hospital. 
In this case, too, the arson appeared to have been 
a symbolic gesture of self-destruction and purifica- 
tion. It developed that she had a massive cerebral 
hemorrhage, caused by an abnormal vascular 
condition. 

Here is additional evidence of the way in 
which somatic symptoms can underly and 
even cause delinquent manifestations. It is 
one of the many frequent reminders of the 
need for total perception if diagnosis and 
treatment are to be accurate and effective. 

Deductions are possible from a study of 
more than 100 cases of delinquency, starting 
with the year 1942, referred by courts and 
social agencies for psychiatric examination 
and treatment. The records include burglary, 
shoplifting, armed robbery, forgery, fraud, 
assault, sexual offenses, homicide, and arson. 
In half of these cases, legal dispositions and 
lack of individual cooperation made it im- 
possible to carry out therapy. However, 50 
offenders continued systematic total therapy, 
physical and psychological, over a period of 
2 to 5 years, after which follow-up studies 
were carried out. Four to 5 years after dis- 
continuation of their treatment, 30 of these 
persons remained socially adjusted without 
committing further offenses. 

Observation of these reclaimed offenders 
has shown that severe physical complications 
contributed to the causation of their delin- 
quency. Many symptoms point to the fact 
that unrecognized or subclinical involvement 
of the central nervous system, of encephalitis, 
of latent epilepsy, of disturbed glandular 
functions, childhood complications, or un- 
diagnosed incipient schizophrenia had been 
present unknown heretofore. An overwhelm- 
ing majority of the cases under treatment 
had early schizophrenic manifestations and 
required active physiological therapy. An 
electrically induced comatose state, not con- 
nected with convulsions, was used. The tech- 
nique and results of this therapy have been 
published elsewhere, indicating effectiveness 


in releasing aggression, panic, and paranoid 
states. 

The primary purpose of this paper is to 
disprove the unjustifiable pessimism that has 
been associated with unsuccessful therapy in 
the field of delinquency. To be conducted 
successfully, treatment requires an adequate 
milieu and a prolonged period of supervision, 
perhaps 3 to 5 or more years, to establish 
stability and the skill and experience of the 
therapist, since the demand upon his time 
is greater than for patients not associated 
with delinquency. The therapist should be 
warned by his experience that delinquents, 
aggressive, rebellious, and cunning, rarely 
are desirable personalities for treatment. 

The offender who has severed his tie with 
the community through his aggressive act 
requires community therapy to be readjusted. 
We have seen individual efforts for sporadic 
therapy by the correction officer, the teacher, 
the industrial foreman, the chaplain, the psy- 
chologist, and the psychiatrist. Each in his 
turn has attempted a little in a more un- 
suitable and unsound atmosphere for ther- 
apy, within the walls of a prison. Even if 
brutalities are eliminated, the disciplinary 
environment invokes new rebellion in those 
least suited for discipline. 

Our present attempt to bring a unipolar 
focus upon psychogenesis as an all-embrac- 
ing etiological factor is the cause of many 
failures in the treatment of criminals. One 
might call it a form of psychological tunnel 
vision, concentrated upon the psychic and 
oblivious of the somatic. With full vision 
restored for attentive comprehension of the 
many possible causative factors and their 
often complex interrelationship, we should 
be able to make real progress not only in 
recognizing and understanding these poig- 
nant social burdens, but in successfully treat- 
ing and eventually preventing them. 

It will require total treatment of the 
individual and his environment to achieve 
maximum results. 
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THE USE OF GROUP PSYCHOTHERAPY IN 
POSTHOSPITALIZATION TREATMENT 


A CurnicaL Report * ? 


DAVID BLAU, M.D., ano JOAN J. ZILBACH, M.D. 
Boston, Mass. 


Groups have been used for therapeutic 
purposes in many ways. This paper repre- 
sents our experience in group treatment of 
psychotic patients following their hospitali- 
zation. This period is often thought of as a 
time of difficulty for “recovered” psychotic 
patients. A review of the literature shows 
that little organized group psychotherapy has 
extended beyond the gates of hospitals. At 
Boston State Hospital group psychotherapy 
has been extensively used for hospitalized 
patients since 1946, yet no group work has 
been done with them after discharge. There- 
fore, some exploration of this problem 
seemed warranted. 

Outpatient group psychotherapy was be- 
gun at Boston State Hospital in November 
1952. Most of the patients in this group had 
several previous hospitalizations, and a few, 
on the basis of their past histories, had a 
rather poor prognosis. It was felt that, in 
the transition from hospital to community, 
adjustment would be difficult and that group 
psychotherapy could help these patients with 
some of their problems in this critical period. 
Since contact with this portion of a patient’s 
life is ordinarily minimal, outpatient group 
treatment also offered an opportunity to in- 
vestigate some of the difficulties that patients 
encounter and to explore them with the 
group. 

With these objectives in mind, 8 female 
patients were started in a group, which met 
weekly for 1 hour over a I-year period. 
The analytically oriented technique, as re- 
ported in previous papers from Boston State 


1Read at the r1oth annual meeting of The 
American Psychiatric Association, St. Louis, Mo., 
May 3-7, 1954. 

2 This study was done at the Boston State Hos- 
pital, Boston, Mass. The authors wish to acknowl- 
edge the supervision and assistance of Dr. James 
Mann, Clinical Director, Boston State Hospital. 
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Hospital by Mann, Semrad, et al.(1), was 
employed. This has been described in a paper 
by Standish and Semrad(2), as follows: 


The investigative technique . . . in general, makes 
use of productions and interplay in the group, while 
the therapist maintains a neutral role. 


One of the authors of the present paper was 
the group leader and the other the recorder. 
The patients ranged from 24 tu 55 years of 
age. The diagnoses included, schizophrenic 
reaction, catatonic and paranoid types; 
manic-depressive psychosis, both manic and 
depressive types; involutional psychotic re- 
action ; and chronic alcoholism with psychotic 
reaction. 

The original plan was that the group would 
meet weekly for free discussion of their 
problems. In the initial meetings, following 
discharge from the hospital, the members 
tried to deny their feelings about their ill- 
ness, their fear of rehospitalization, and the 
problems they had returned to after dis- 
charge: they talked about jobs, housework, 
and church affiliations in a very superficial 
way. One member stated the feelings of the 
group, “We’re here to discuss problems for 
those who have strength enough.” Certain 
problems such as difficulty in meeting people 
outside and feelings about their families 
were briefly mentioned. Difficulty in meeting 
old friends was ascribed initially to memory 
impairment resulting from electroshock treat- 
ment; but after many meetings, when the 
patients were able to discuss their fears more 
directly, they recognized that the difficulty 
actually was due to their conflict about re- 
vealing their hospitalization to people. 

Even quite early in the meetings there 
were fragmentary indications of the deeper 
problems of home adjustment. Only gradu- 
ally, with the support, encouragement, and 
development of a sense of mutual difficulties, 
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did the core of their problems emerge. For 
example : 

P.A., in early meetings, described how independ- 
ent her son was of her. Much later she described the 
mutually dependent relationship that existed and 
how threatened she felt when he was about to be 
drafted or mentioned marriage; the son in turn 
felt threatened when his mother began seeing 
another man. 

Another member, L.J., became depressed and 
confused after 3 meetings. The group members 
supported her by their assurance that they too had 
similar sad feelings and that all of them had 
problems after leaving the hospital. It became ap- 
parent to the group that this member had returned 
to the community with many unsolved problems 
about her relationship with her husband. During 
8 weeks she became increasingly despondent, was 
unable to care for her chi!dren or home, and began 
to express hostility toward her husband who wanted 
to return her to the hospital. The husband was 
seen briefly prior to group meetings and was told 
only to continue bringing his wife to the meetings. 
With group support, the patient improved and 
functioned quite well at home for the next 8 months. 


After the preliminary meetings in which 
the group members became acquainted with 
one another, it was felt that their fears had 
diminished sufficiently to enable them to 
focus on the problem of what they were 
there for. The leader then redefined his 
role in the group, and they rediscussed their 
reasons for being there. The leader pointed 
out that he was there to understand and 
clarify problems arising in the group and 
that he would contribute at appropriate times. 
He also encouraged the members to feel free 
to discuss anything they wished at these 
meetings. 

This redefinition of roles, which made in- 
creased demands upon the members, pro- 
voked great hostility. The group demanded 
less frequent meetings, refused to sit at the 
table with the leader and recorder, and ig- 
nored the leader. A discussion followed in 
which several members revealed their de- 
pendency on key figures in their lives and the 
fears they felt when these relationships were 
threatened. It is possible that, by helping to 
structure the situation, the leader set limits, 
after which the members could more freely 
discuss recurrent problems that had not been 
aired before. 

A month later, a new member was taken 
into group (E.G.). At the first meeting she 
attended, the group quickly questioned her 
about her hospitalization and her family. 


This was in marked contrast to early meet- 
ings where members had been very hesitant 
to question one another about personal mat- 
ters. Their feelings about her entrance were 
expressed by one of the older members 
(L.J.) who wanted to diet and become a 
blonde to compete with the well-dressed, 
blonde, new member. 

In the next month the group mentioned 
fears about coming to the meetings and dif- 
ficulties in getting along with men. The com- 
petitive feelings for the leader increased, and 
when one member went on a long trip for 
the purpose of attracting a man, the other 
members of the group ignored her descrip- 
tion of the trip. These competitive feelings 
and their methods of handling them were 
reflections of the patients’ attitudes toward 
key people outside the group. For instance, 
(L.J.) who envied the blonde, new member, 
and wanted to be like her, was very uncertain 
of her husband’s affections and saw other 
women as in competition for her husband. 

By the end of 8 months, the group had 
become extremely important to the members. 
This was obvious when the leader announced 
a coming vacation. In the following 6 ses- 
sions, preceding the vacation, the anxiety 
level was very high. Members expressed 
fear that the group would terminate at vaca- 
tion time. As the level of anxiety grew 
higher, many traumatic events of childhood 
were recalled, such as the death of parents. 
Other members graphically described the 
feelings they experienced at the onset of 
their psychoses. This separation, although 
temporary, provoked an intensified separa- 
tion anxiety among these patients for whom 
separations, real and fantasied, were very 
crucial events. The fantasy of possible sepa- 
ration from the group also evoked fears of 
again becoming ill. 

After the vacation the members indicated 
their feeling that they were going to be re- 
jected by the leader and that he would soon 
terminate the group, although such a state- 
ment had not been made. This problem was 
a combination of unworked-through separa- 
tion anxiety, increased by the rapidly ap- 
proaching termination of the trial visit period 
for these patients. This led to extreme ex- 
pression of hostile feelings, where all of 
the members united in attacking the leader. 
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At the end of this meeting one member 
expressed relief that, “Were still alive after 
the battle.” Expressing these feelings and 
coming out unscathed, was very helpful and 
important. In the last few meetings the 
members expressed positive feelings and 
said they would return for further help if 
they needed it in the future. 

In trying to assess the effectiveness of this 
group therapy experiment, we have com- 
pared the posthospital adjustment of the 
8 group members with their previous adjust- 
ment. We have used for this comparison 
the records of their present and previous 
hospitalizations and information gathered 
from group meetings. Five showed marked 
improvement in the area of increased sociali- 
zation; 7 showed improved understanding 
of their relationships with their families ; 
2 were able to make marital plans ; and 2 of 
the 4 working members made a marked im- 
provement in their job adjustment. All 8 
were discharged at the end of the trial visit 
period. (In Massachusetts, patients who 
leave the hospital enter the community on a 
trial basis for 1 year and are discharged at 
the end of this time. This is called the “trial 
visit period.”’) 

Other significant improvements are to be 
seen in the clinical descriptions which follow. 
It should also be noted that these changes 
occurred in patients, most of whom had, 
within the past few years, been discharged 
from previous hospitalizations without mak- 
ing such improvements. This section will 
deal with brief clinical descriptions of the 
members and their changes. 

A.A., a 28-year-old, single woman, diagnosed as 
manic-depressive, manic type, had 6 hospital ad- 
missions, starting at age 15. Her major difficulty 
concerned her dependent relationship with her 
mother. In the course of the group treatment, she 
became increasingly aware of this and was able to 
discuss the relationship. She tolerated a separation 
from her mother and at the same time acknowledged 
in the group her fear about the separation. Con- 
sistent with this dependent relationship, she had 
been unable to contemplate marriage. During the 
last group meeting she announced her engagement. 

P.A., a 49-year-old divorced female, with the 
diagnosis of involutional psychotic reaction, had 
2 hospitalizations over a period of 4 years. She 
was very bitter against her ex-husband and had 
devoted her life to her son. For 7 years she had 
no contacts with friends and remained at home. 
Her second hospitalization was precipitated by a 
draft notice sent to her son. In the course of group 


treatment, she became aware of her loneliness and 
isolation from everyone except him. She discussed 
the threat of losing her son via draft or marriage. 
By the end of the sessions she had a boy friend and 
was contemplating marriage herself. For the first 
time in 7 years she attended social gatherings, had 
made new friends, visited with them, and gave a 
party for members of the group. 

S.E., a 24-year-old woman, separated from her 
husband, had a diagnosis of schizophrenic rezction, 
catatonic type. She had 2 hospitalizations in 1 year. 
For the previous 2 years she had not supported her 
child or taken responsibility for establishing a home. 
When the patient first attended the group she was 
noisy and dressed in sloppy, mannish clothes. In 
the course of the meetings she gradually changed; 
her conversation became more appropriate; and 
she began to wear neater, more feminine dress. She 
went to work, supported the child, and made a 
home for herself and him. 

E.G., a 44-year-old woman, was separated from 
her husband. Diagnosed as an involutional psy- 
chotic reaction, she had one hospitalization and a 
previous history of outpatient therapy. For many 
years she had no friends, and for 1 year prior to 
admission had been unable to do her housework. 
Prior to hospitalization, she had been advised to 
have a D. and C. and had been unable to enter the 
hospital because of her emotional difficulties. While 
attending group meetings she began to visit other 
members of the group, but also expressed anger 
zhout having to do housework. Later her house- 
Lold functioning improved. She was able to return 
to a general hospital for evaluation of her men- 
strual difficulties. 

O.M., a 55-year-old single woman, diagncsed as 
manic-depressive, manic type, had 2 admissions over 
a period of 18 years. In the group she assumed the 
role of the motherly observer. She did not become 
emotionally involved with the group. Although she 
had worked as a nurse prior to hospitalization, she 
did not return to her profession, but instead kept 
house for her sister. By the end of the year she 
realized that she participated to a lesser degree than 
the other members. Her other interests, such as 
church activities, had returned to their previous 
level. 

T.E., a 40-year-old, divorced woman, a chronic 
alcoholic with psychotic reaction, had 4 hospitaliza- 
tions for alcoholism and depression in 4 years. She 
had been a severe alcoholic for 10 years, had no 
friends, and had not taken care of her child for 
5 years. For a year, while attending group meet- 
ings, the patient did not drink. After a few months 
of group meetings, she assumed full responsibility 
for her child. She became friendly with another 
member of the group and began visiting her. 

L.J., a 37-year-old, married woman, with a 
schizophrenic reaction, paranoid type, had 3 hos- 
pitalizations in 5 years. This patient had been 
depressed for 10 years since the death of her 
parents. She had no friends and for the past 5 years 
had not participated in any social activities. Though 
there was considerable friction with her husband, 
he completely dominated her life and she was unable 
to express any resentment toward him. Early in the 
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group she became quite depressed and was unable 
to take care of her home and children. At this 
time her husband pressed for readmission but was 
encouraged to keep her at home and bring her to 
the group meetings. During the next few months, 
she gradually expressed in the group open anger 
about her husband. Outside the group she became 
more independent, went to social events, became 
friendly with another member, and finally was able 
to express direct hostility to her husband. Her 
housework and care of the children significantly 
improved. 

C.E., a 45-year-old, single woman, manic-depres- 
sive, depressed type, had been first hospitalized at 
age 16, and had 9 other hospitalizations from 1947 
to 1952. This patient made numerous attempts to 
stay out of the hospital and usually remained out 
only 3 to 4 months. During this 5-year period she 
was on electroshock treatment, except for a brief 
period of 34 months. She lived with her sister, 
had no friends, and was particularly frightened of 
men. She had worked only sporadically at part- 
time jobs, spending her time reading or at the 
movies. After 2 months of group therapy, she 
voluntarily ceased electroshock treatment and has 
now been without it for 14 months. In the group 
she became friendly with another member and 
began to visit her. Later she began to take adult 
education courses for the first time and took a 
part-time job. A few months later she began to 
work full time and has now been working steadily 
for 7 months, the first time since 1928. 


SUMMARY 


Eight patients on trial visit were treated 
for I year in group psychotherapy. During 
this time none of the members was rehos- 
pitalized and all were discharged, though 
many had had numerous previous admissions 
and had been unable to remain out of the 
hospital during the 1-year trial visit period. 

The group therapy meetings have been 
described. In these meetings certain phe- 
nomena were outstanding. We have de- 
scribed the early group attitude, and the 
subsequent redefinition of the leader’s role 


and the role of the group. This structuring 
of the group was very important in facilitat- 
ing free expression of feelings by the group 
members. 

It was clear that the members expected 
retaliation to follow the expression of hostile 
feelings. We have described the group ses- 
sions in which this exploration and testing 
was done. As a result of being able to ex- 
press more freely their feelings in the group, 
the members could examine more clearly 
their relationships with key figures in their 
lives. 

We have also compared the pre- and 
posthospitalization adjustment of the group 
members. We find that there have been 
significant improvements in socialization, 
marital and job adjustment. Improved 
socialization should be particularly noted 
since some of these patients had a history 
of only the most meager experience in inter- 
personal relationships. Perhaps this was 
possible in the controlled situation of the 
group, because there they learned about some 
of the real feelings of themselves and of 
other people. This seems to have facilitated 
the development of more meaningful rela- 
tionships with people in general. 

The evaluation of clinical proceedings is 
always very difficult. However, the promis- 
ing results of this preliminary study open the 
possibility of working through some of the 
difficulties that the psychotic patient faces 
when leaving the hospital. 
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THE USE OF A CONTROL POPULATION IN NEUROPSYCHIATRIC 
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In studies of physiological and psychologi- 
cal concomitants of psychiatric illness, it is 
customary to contrast the findings on a group 
of patients with a group of “normal” con- 
trols. Such control groups are usually se- 
lected from the standpoint of convenience 
and often consist of individuals from a single 
source, such as college students or hospital 
attendants. In demonstrating or refuting the 
hypothesis that no difference exists between 
control and experimental groups with respect 
to the variable under investigation, it is com- 
monly assumed that the selection of controls 
is random with respect to the factors affect- 
ing this variable. Such an assumption, how- 
ever, is open to criticism. Secondly the sup- 
position is often made by research workers 
that certain responses are predictive of a 
pathological adjustment merely because they 
are known to occur in an abnormal popula- 
tion and despite the fact that the incidence 
of such responses in the “normal” population 
as a whole has never been determined. 

This paper presents empirical data which 
bear directly on the commonly made assump- 
tions: (1) that selection of a “normal” 
group from any convenient source is a ran- 
dom sample and thus will serve as a norma- 
tive or a control sample, and (2) that certain 
responses can be adequately defined as patho- 
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Colonel David S. Evans, and Dr. Ivan N. Mensh. 
Drs. Robert I. Watson and Edwin F. Gildea 
served in an advisory capacity for the project 
throughout the year. The constructive criticisms 
of Dr. Eli Robbins were greatly appreciated. 

8 Department of Neuropsychiatry, Washington 
University School of Medicine, St. Louis, Mo. 
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logical by mere virtue of their frequent oc- 
currence in an abnormal population. 

The errors produced by making the above 
assumptions affect investigators of several 
disciplines in the field of neuropsychiatry. 
Thus the clinical psychologist must often 
evaluate an experimental sample by means of 
tests developed and standardized on a dis- 
similar group of individuals and for which 
the variation with cultural, social, and intel- 
lectual factors is unknown. The need for 
careful definition of the characteristics of a 
control sample is frequently overlooked by 
research psychiatrists, though it has been 
pointed out by several investigators(2, 7, 15) 
that various segments of the “normal” popu- 
lation selected on the basis of religion, cul- 
tural background, socio-economic status, or 
profession may have particular personality 
attributes, conflicts, and symptoms. Even in 
the case of more objectively obtained physio- 
logical data, such as in research dealing with 
the electroencephalogram, the percentage of 
abnormal records can be affected by selection 
of control groups with respect to certain be- 
havioral criteria(g). Thus, the common pro- 
cedure of selecting a control population solely 
on the basis that its members have no psy- 
chosis or gross neurological disease does not 
imply that such controls are random with re- 
spect to other factors affecting the electro- 
encephalographic tracing. 

This paper proposes to illustrate the need 
for careful selection and definition of a con- 
trol sample by presenting and contrasting the 
data obtained from several subgroups of a 
heterogeneous control group and a patient 
group with reference to psychological, psy- 
chiatric, and electroencephalographic varia- 
bles. 


METHOD 
SUBJECTS 


One hundred and ninety-one subjects, 
whose ages ranged from 17-36, were sub- 
divided into 5 groups. Group I (MIS, as it 
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will hereafter be designated), consisted of 59 
subjects (median age 21.78 years) drawn 
from such miscellaneous sources as National 
Guard Units, a class of recruits enrolled in 
an Army Finance School, civilian applicants 
for Air Force cadet status, and members of 
an adult discussion group in a local church. 
Most of the subjects (32) came from the 
first source, and were combined with the 
other groups which were too small to be 
studied separately. All members of group 
MIS were employed full time in local in- 
dustries with the exception of the recruits 
who had recently been drafted from civilian 
life. Group II (CM) (median age 30.5 
years) consisted of 15 career military per- 
sonnel, 13 sergeants and 2 commissioned 
officers. Group III (UNIV) was composed 
of 38 students from an urban university 
(median age 20.42) and Group IV (SEM) 
(median age 22.86) consisted of 39 students 
enrolled in either their third or last year in 
a local seminary. Members of Groups I-IV 
were paid volunteers with no history of psy- 
chiatric illness, who had been informed that 
they were aiding in the development of 
screening tests for the Air Force. Group V 
(PTS) contained 40 patients (median age 
29.06) referred by 14 different staff psychi- 
atrists ; common to all patients was the re- 
ferring psychiatrists’ recognition of manifest 
anxiety as the prominent feature in the clini- 
cal picture. The working diagnoses, how- 
ever, included not only anxiety neurosis 
but also character disorder and ambulatory 
schizophrenia. Members of Group V (PTS) 
were, for the most part, neither paid nor 
aware of the experimental nature of the 
proceedings. 


TESTING PROCEDURE 


All subjects were examined by psychologi- 
cal, psychiatric, and EEG methods; the de- 
tails of these procedures will be given below. 
The data obtained from psychological, psy- 
chiatric, and electroencephalographic meas- 
ures were collected and evaluated by 3 
investigators working independently ; com- 
parison of the results arrived at in these 3 
areas was not made until each investigator 
had completed his evaluations and drawn his 
final conclusions. 


Psychological Examination.—The psycho- 
logical tests were administered by one psy- 
chologist in the following order: 

1. Short Form of Stanford-Binet Vocabu- 
lary(18). 

2. Rorschach Test(8, 10). 

3. Figure Drawing (a projective tech- 
nique for investigating personality dynam- 
ics). 

4. Insight Scale(6) (a questionnaire de- 
signed to reveal the subject’s recognition of 
his motivations and feelings). 

5. Selected items from the MMPI(17) 
(“Taylor Scale”) combined in questionnaire 
form for assessing the amount of manifest 
anxiety. 

6. Saslow Test* (a pencil and paper in- 
ventory dealing with the development of so- 
matic disorders under stressful conditions 
(14). 

All tests, with the exception of the Figure 
Drawing Technique, were scored by refer- 
ence to previously published normative data 
(6, 8, 10, 14, 17, 18). Tne Rorschach proto- 
cols, scored for location and form level ac- 
cording to Hertz(8) and for other determi- 
nants according to Klopfer(10), were rated, 
with reference to both anxiety(19) and mal- 
adjustment(13), utilizing an 8-point scale 
such that 1-3 represented normal, 4-5 bor- 
derline, and 6-8 pathological. The Figure 
Drawing Technique was clinically evaluated 
for evidence of maladjustment and rated on 
a 3-point scale such that a rating of o indi- 
cated normal, 1 borderline, and 2 malad- 
justed. Each subject was also rated as to the 
amount of anxiety manifested during the 
test, with a score of 0 indicating absent, I 
minimum, 2 moderate, and 3 maximum. 

Psychiatric Interview.—In his evaluation 
of subjects, the psychiatrist conducted an in- 
terview only so far as to obtain sufficient 
information to rate each subject, with refer- 
ence to a list of environmental factors and 
personality symptoms, on a 3-point scale 
(absent, present, and strongly present). 
Samples of such rating sheets for 2 subjects 
from the control group are given in Table 1. 
One of these subjects was considered well 
adjusted, the other showed pathological per- 
sonality maladjustment. 


4 Administered immediately prior to the EEG 
examination by the office secretary. 
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The psychiatrist was a single, 26-year-old 
male with no military experience and with- 
out preferred religious affiliation. He had 
completed 24 years of residency training, 
two of them in a psychoanalytically oriented 
center that was considerably influenced by the 
concepts of H. S. Sullivan. The following 
statements and definitions reveal the rater’s 
approach to each of the environmental fac- 
tors and personality symptoms investigated 
in the interview. Among the environmental 
factors, parental overprotection was defined 
as preventing the subject from taking normal 
responsibility or making decisions, such as 
not allowing him to play away from his own 
block, giving him no chores, exhibiting con- 
stant worry and solicitude as to his health. 
Rejection was scored when one or both par- 


ents seemed cold towards the subject, show- 
ing little interest in his achievements and re- 
buffing attempts to gain parental affection. 
Psychiatric difficulties in the family referred 
to psychoses, psychoneuroses, or prolonged 
character defect in parent or sibling. Inse- 
curity in the home included both economic 
and emotional deficiencies and conflicts be- 
tween or with parents with the resultant lack 
of support during developmental years. Sib- 
ling rivalry was considered present when 
there were severe differences between sib- 
lings which resulted in repeated punishment 
by the parents or constant evidence of domi- 
nance-submission relationships among the 
children. Organic handicaps and illness were 
considered significant if developmental de- 
fect or severe illness interfered with the sub- 


TABLE 1 


SAMPLE PsycHIATRIC EVALUATION FoRM WITH THE RATINGS AccoRDED A WELL-ADJUSTED 


AND A PATHOLOGICALLY 


Environmental factors 
. Parental overprotection 
. Rejection by parents 
. Psychiatric difficulties in family 
Insecurity in the home 
. Sibling rivalry 
. Organic handicaps and illness 


. Depression 
. Nightmares 
Insomnia 
. Phobias 
. Restless, lassitude, " weakness and irritability... 
. Obsessions and compulsions 
. School, vocational, and occupational difficulties. . 
. Anorexia and weight loss........... 
. Inferiority feelings 
. Social and religious conflict 
. Sexual conflict 
. Developmental habits .... 
. Anxiety during interview 


Summary of behavioral evidence 


MALADJUSTED CONTROL 


Psychiatric rating 
for maladjusted control 


Psychiatric rating 
for normal control 
A 


* 
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“This is a 20-year-old “This is a very inse- 


boy from a broken 
home. He seems to 
have been at one 
time quite depen- 
dent on his mother 
but appears to have 
adequately severed 
the tie.” 


cure young man of 
20 who was brought 
up in an atmos- 
phere of rejection 
and depreciation. 
He has strong af- 
fective components 
and acts out con- 
stantly.” 


*The numbers underlined indicate the actual ratings given to specific individuals in our sample. 
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ject’s normal living. As to the symptoms 
rated, anxiety was defined on the basis of a 
history of the concomitants of anxiety, i.e., 
palms sweating, tremors, G-I disturbances, 
or subjective feelings of apprehension in the 
absence of realistic danger. Depression was 
considered as a change in mood (sadness) 
inappropriate to life stress, accompanied by 
tearfulness, feelings of helplessness, and 
sleep and appetite disturbance. Nightmares 
were defined as dreams that awakened and 
disturbed the person. Insomnia referred to 
any difficulty in sleeping (it was necessary 
here, however, to take into account environ- 
mental factors such as the examination peri- 
ods of the university and seminary stu- 
dents). Phobias were defined as abnormal 
fears. Restlessness, lassitude, weakness, and 
irritability were symptoms that often ac- 
companied anxiety, and their presence, other 
than in an agitated depression, contributed 
to the decision that anxiety was present. Ob- 
sessions were defined as ideas that persisted 
despite attempts to dispel them. Compulsions 
were forced, repetitive acts for which no ob- 
vious reason could be found. School, voca- 
tional, and occupational difficulties did not 
include unhappiness in the task but rather 
inability to get along with superiors, obvi- 
ously poor adjustment to the work, and ina- 
bility to remain long in one place of employ- 
ment. Anorexia and loss of weight were 
often interpreted as indices of anxiety and 
depression. Inferiority feelings might be de- 
fined as dissatisfaction with the self; much 
more weight was given to this if it caused 
the person to retire from interpersonal rela- 
tions. Social and religious conflict referred 
to such difficulties within the self or with 
people close to the subject. Sexual conflict 
referred to disturbance over ideas or behav- 
ior counter to the conscience or to accepted 
cultural standards. Thus homosexual behav- 
ior, promiscuity, masturbation, or celibacy 
might produce such conflict. Lack of asser- 
tiveness referred to the inability of the per- 
son to express himself when he thought that 
what he had to say or do was opposed to the 
desires of those about him, causing him to 
function as a recessive member of his so- 
ciety. Nail biting and enuresis were the cri- 
teria for pathological developmental habits. 
If they were currently present they were 


rated as more severe. Anxiety during the in- 
terview was an estimate of the amount of 
tension immediately present and involved the 
same factors as the original definition of 
anxiety. 

For the interviews with the first 30 sub- 
jects a full hour was taken to obtain the in- 
formation needed for rating, but as the psy- 
chiatrist became more familiar with the 
pertinent factors involved the time was often 
cut to half an hour. As experience in the 
evaluation of a control sample progressed, 
the psychiatrist revised his ideas as to what 
constituted unusual strength of environmen- 
tal factors and symptoms and was less likely 
to consider their presence in a relatively at- 
tenuated degree as abnormal. In rating, the 
duration of symptoms was considered impor- 
tant and a symptom which had been present, 
but was overcome, was not considered as 
significant as one which persisted. 

EEG Examination.—The resting, eyes- 
closed, EEG of all subjects was recorded by 
means of a Grass Model II electroencephalo- 
graph. Recordings from the right parietooc- 
cipital region were made by means of bipolar 
needle electrodes. These tracings were ana- 
lysed by visual inspection (Gibbs classifica- 
tion) and also by means of an electronic 
brain wave analyser somewhat modified 
from the original Walter design(11, 20). 
The analyser was linear within the range of 
amplification used and was set to respond to 
both LVF and high per cent time alpha rec- 
ords without change in amplification. This 
setting was achieved only after the first 53 
subjects had been run, therefore a larger N 
was available for visual inspection than for 
electronic analysis. The activity in the EEG 
wave bands was plotted directly from the 
analyser pen deflections for the frequencies 
(2-30 f.p.s.) studied. 


RESULTS 
PSYCHOLOGICAL DATA 


Table 2, which presents the average scores 
and ratings together with the F ratios for 
the 4 control groups on each of the psy- 
chological variables, reveals significant or 


5 The term significant is used throughout to indi- 
cate a probability of .o5 or less that an event could 
have occurred by chance. 
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highly significant ° differences among groups 
on all measures except the Taylor and In- 
sight Scales. Such variations make it im- 
possible to consider these 4 samples of “nor- 
mals” as having been drawn from the same 
population. 

It is evident that the CM group is con- 
siderably differentiated from the other con- 
trol groups and particularly from the UNIV 
and SEM groups by many of the tests and 
ratings. This group is very significantly 
higher * than any of the other control groups 
on the Rorschach Anxiety Scale and on the 
Figure Drawing Maladjustment Scale. It is 
significantly higher than the UNIV groups, 
the SEM group, or these and the MIS com- 
bined on the Rorschach Maladjustment Rat- 
ing and on anxiety in the test situation. On 
the other hand, it achieved very significantly 
lower vocabulary scores than did the remain- 
ing combined subgroups. 

The UNIV and SEM groups are both dis- 
tinguished by very significantly higher scores 
than either the MIS or CM groups on vo- 
cabulary mental age. They each also ob- 
tained significantly lower ratings on Figure 
Drawing and Rorschach Maladjustment than 
did the MIS and CM groups combined. 

Table 2 indicates that for the most part 


6 Very or highly significant indicates a proba- 
bility of .or or less that the event could have oc- 
curred by chance. 

7 The significance of differences between the 
means of individual subgroups or between a sub- 
group and the remaining controls was determined 
by the ¢ test, using the pooled estimate of within 
group variance based on the analyses of variance. 


UNIV and SEM groups are quite similar in 
test behavior, though closer analysis indi- 
cates that Group SEM rates significantly 
higher than UNIV on the Saslow Test. 

It should be noted that the groups are 
ranked differently with respect to anxiety by 
the various tests used to assess this charac- 
teristic. Thus the Rorschach ranks Group 
CM as highest and Group SEM as lowest 
whereas the Taylor scores, though not yield- 
ing a significant F ratio, rank CM lowest and 
SEM second highest. The Saslow places 
SEM as highest and CM second (see Fig. 
I). 

Table 3 contrasts the average scores of the 
patients with those of the total control 
groups on the various psychological tests and 
ratings. All differences are highly significant 
with the exception of those on the Vocabu- 
lary and Insight tests. Comparison of Tables 
2 and 3 reveals the interesting fact that the 
CM group scored almost as high as the pa- 
tients on the Rorschach maladjustment rat- 
ing and the rating of anxiety during testing 
and actually obtained higher scores on the 
Rorschach anxiety rating and the Figure 
Drawing maladjustment rating than did the 
patients. Since it is reasonable to assume 
that the CM as a group are not as anxious 
or maladjusted as the patients it is evident 
that these ratings are based on signs not 
necessarily unique to patients nor indicative 
of maladjustment. Thus this same group 
scored lowest on the Taylor Scale, which 
differentiates the patients most clearly from 
the controls. One possible explanation for 


TABLE 2 


AVERAGE ScorES ON PsycHOLoGICAL TESTS AND RATINGS FOR THE Four Controt Groups 
TOGETHER WITH F RATIOS OF BETWEEN TO WITHIN GRouP VARIANCE 


Tests or ratings 
Rorschach anxiety rating 
Rorschach maladjustment 
rating 

Figure drawing maladjustment 
rating 

Vocabulary mental age 

Taylor scale 

Saslow test 

Insight test 

Anxiety in test situation rating 


* 5% level of significance. 
t 1% level of significance. 
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deviations 
for to 
controls 
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MEAN OF TOTAL 
CONTROL GROUP 


FIGURE 
MALADJUSTMENT 
SCORE 


TTT] (15) 
Misc ous (59) 
INSIGHT TEST (38) 


PATIENTS 


TAYLOR ANXIETY 
SCALE 


SASLOW TEST 


ANXIETY IN 
TEST SITUATION 
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Fic. 1.—Average psychological test scores and rating of anxiety in the test situa- 
tion for Groups I-V, expressed by standard deviations from mean of total control 
group. 


TABLE 3 


CoMPARISON OF RANGE, STANDARD DEVIATIONS AND MEANS OF THE PATIENTS (40) AND TOTAL 
Controt Groups (151) AND THE SIGNIFICANCE OF THE DIFFERENCE BETWEEN THEIR MEANS 


Standard 
Range Deviations Means 
Tests or ratings Controls Patients Controls Patients Controls Patients 

Rorschach anxiety rating...... 2-7 1-7 1.18 1.23 4.16 4.80 
Rorschach maladjustment 

rating 3-8 4.19 5.15 
Figure drawing maladjustment 

rating 0-2 f d 68 1.25 
Vocabulary mental age 13.2-21+ } 18.65 
Taylor scale 6 . 13.77 
Saslow test . y 3.36 5.30 
Insight test 118.02 
Anxiety in test situation rating. 66 - 1.50 1.92 


* Significant at or beyond the .o1 level of confidence. 
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this paradox appears to be the inverse rela- 
tionship between the ratings made on the 
basis of the Rorschach and Figure Drawing 
and mental age, as measured by vocabulary. 
From Table 4, which presents the intercor- 
relations among test scores and ratings for 
total controls and patients, it may be seen 
that the two Rorschach ratings and the Fig- 
ure Drawing rating have very significant 
negative correlations with vocabulary men- 
tal age. Thus at least some of the signs 
which made up these ratings evidently occur 
with considerable frequency among presuma- 
bly less intelligent individuals regardless of 
personality adjustment. Probably other cul- 
tural and socio-economic factors affect the 
variance of these scores: for example the 
military group had a high incidence of Ror- 
schach card rejections, (approximately 4 re- 
jected at least one card as compared with 
4% 36 of the remaining controls and 4 of the 
patients). Such rejections are usually con- 
sidered as a pathological sign yet Linn(12) 
has noted that they occur frequently among 
“well adjusted” military personnel. Other 
reputedly pathological Rorschach indices, m 
and mF, (usually interpreted as indicating 
tension and repression) and K and KF 
(usually interpreted as indicating free -float- 
ing anxiety), were found to occur with 
greater percentage frequency among the con- 
trols as a whole than among the patients. 
Thus 52% of the controls gave one or more 
m or mF responses as compared with 50% 
of the patients; and 30% of the controls 
gave K or KF responses as compared with 
27% of the patients. Comparison of median 
scores for some of the Rorschach variables 
are shown in Table 5. 


PSYCHIATRIC DATA: 


A psychiatric evaluation of the individuals 
in the various groups reveals several inter- 
esting intergroup differences that are signifi- 
cant at or beyond the 5% level of confidence.® 
Figure 2 presents the relative standings of 
the 5 groups with regard to behavior symp- 
toms. It was found that Group CM con- 
tained significantly fewer persons with a his- 
tory of anxiety, obsessions and compulsions, 
feelings of inferiority, subassertiveness, or 


8 Chi square was used for such determination. 


TABLE 4 
TABLE OF INTERCORRELATIONS FOR 7 TEST VARIABLES AND ANXIETY IN TEST SITUATION FoR ToTAL ConTROLS AND PATIENTS 


(b) Patients (40) 


(a) Controls (151) 
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Tests and Ratings 
Figure drawing maladjustment rating...... 


Rorschach anxiety rating......... 


Rorschach maladjustment rating........... 
Vocabulary mental 


Taylor scale .... 
Insight test .... 


Anxiety in test situation rating............ 
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TABLE 5 


RorscHacH RESPONSES, ScorED AS TO LocaTION, DETERMINANT AND CONTENT AND 
REPRESENTED BY MEDIAN SCORES 
Groups MIS and CM (74) 
combined Group UNIV (38) Group SEM (39) Group PTS (40) 
No. of responses 29 28 21 


Median Median Median 
% No. % No. % 


(30%) (30%) 8 (31%) 6 (32%) 
(52%) (55%) 14 (47%) II (5170) 
(11%) (11%) 4 (14%) 2 ( 9%) 
( 7%) . ( 6%) 2.5 ( 8%) 1.5 ( 7%) 


giving re- No. of giving re- No. of giving re No. of giving re- 
sponses responses sponses responses sponses responses sponses 


76 87 78 
04 100 92 
31 59 28 
36 69 50 
50 59 32 
31 36 
22 43 
26 31 
100 
92 
74 
74 
43 
90 
95 
26 
100 


Location 


97 
97 
51 
66 
53 
24 
37 
24 
100 
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culturally undesirable developmental habits 
(bed wetting, nail biting) than the remain- 
ing controls. On the other hand there was 
suggestive evidence that Group CM had had 
more school, vocational, and occupational 
difficulties than did any of the other control 
groups. 

Members of Group SEM were character- 
ized by significantly fewer signs of depres- 
sion, nightmares, school, vocational, and oc- 
cupational difficulties, and sexual conflicts 
than MIS or the total remaining controls. 
Although there was no attempt to obtain 
definite figures it was obvious that no other 
group had had less sexual experience than 
the one from the seminary. This group also 
rated significantly lower in sibling rivalry 
than did any of the other 4 groups. In gen- 
eral, their lives seemed to show more ri- 
gidity and conformity and less awareness and 
acceptance of forms of behavior that are 
officially disapproved in our culture. There 
was a significantly greater number of Group 
SEM with a sense of inferiority and a lack 
of assertiveness than among the other con- 
trols and these characteristics were very sig- 
nificantly present as compared to Group 
MIS. 

The two student groups were alike in two 
ways. The seminary and university students 
taken together reported significantly less sex- 
ual conflict than the miscellaneous controls, 
but significantly more individuals reported 
feelings of inferiority. 

Further inspection of the psychiatric data 
reveals that controls tend to have predomi- 
nantly certain types of symptoms if they have 
symptoms at all. Figure 2 indicates that all 
groups including the patient have a relatively 
high incidence of lassitude, weakness, rest- 
lessness, and irritability, and that all groups 
except the career military seem to have an 
equivalent number of undesirable develop- 
mental habits (nail biting and enuresis). 

Several categories do not appear in Fig. 2 
because of their relatively infrequent occur- 
rence in the control group. However, they 
are worth noting here. Only 7% of the con- 
trols used projection as contrasted with 35% 
of the patients. Fourteen per cent of the con- 
trols were considered rigid whereas 65% of 
the patients exhibited this trait. Five per 
cent of the controls and 32% of the patients 


manifested hypochondriasis. Finally 4% of 
the controls as contrasted with 10% of the 
patients had conversion symptoms. 

The findings on psychogenesis are pre- 
sented tentatively as it is well known that 
interviewers are often influenced by the pres- 
ence of symptoms to believe that psychogenic 
factors must of necessity be present. With 
this in mind, it seems necessary to regard 
these results with caution ; but when the total 
number of symptoms (weighted by the de- 
gree of severity) wus correlated with the 
strength of each deleterious environmental 
factor for the total control group, a signifi- 
cant relationship was found between number 
of symptoms and the following factors: psy- 
chiatric difficulties in family (.35), insecurity 
(.41), rejection (.35), and sibling rivalry 
(.28). Overprotection and organic handi- 
caps showed no such significant positive 
correlations. Contrasting patients with con- 
trols showed that the former had a very 
significantly higher incidence of extreme in- 
security, rejection, and severe psychiatric 
dif.) culties in the family, corresponding to 
th: . igher incidence of total number of symp- 
toms for this group. Such a difference tends 
to corroborate the relationships of these life 
experiences to symptoms. Incidence of or- 
ganic handicaps, overprotection, and sibling 
rivalry was not high among the patients, and 
no more frequent or pronounced than among 
the controls. 


EEG DATA 


The classification of the EEG by clinical 
inspection was tabulated for each of our sub- 
samples (Table 6a). No significant differ- 
ences were found among the distributions of 
EEG types in the various samples nor be- 
tween te patient and total control group. 
The percentage of normal records in each 
group (including the patients) is within the 
range reported by other investigators(4). 

The analysis of the basic resting EEG by 
means of the electronic brain wave analyser 
is illustrated in Fig. 3. Again it appears that 
there is little difference on the average among 
the three ® control groups contrasted here. 


9 Members of Group CM were among the first 53 
subjects studied and hence were not available for 
comparison on analysed EEG data. 
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TABLE 6 


NUMBER AND PERCENTAGE OF EEG Types AccorpING To Source oF SUBJECTS AND ACCORDING 
To Over-ALL Personality EvALUATION 
Types of EEG (Gibbs Classification) 
Si Fi 
No. Percent No. Percent Total N 
(a) Source: 
Regular Army - 15 
Miscellaneous 3.4 59 
University . : 7-9 38 
Seminary 


Total Control . ? 6.0 


Patients 


(b) Personality Evaluation: 
Emotionally Stable 
Emotionally Labile 
Patients 


40 


MISCELLANEOUS (33) 
UNIVERSITY (33) 
SEMINARY (39) 
PATIENTS (33) 


3 
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2 
= 
= 


POWER (AVERAGE OF ANALYSER PEN DEFLECTIONS IN 


WAVE BANDS OF EEG (crctes Per seoono) 


Fic. 3—Average amount of activity at different frequencies in the basic resting EEG’s 
for all subgroups as plotted from electronically analysed data. 
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The patient group, however, is seen to sepa- 
rate clearly from the controls on the basis of 
activity in the alpha region. This difference 
is significant beyond the .or level (t=3.2). 
The patients also failed to show a sharp peak 
at 10 c.p.s. which is characteristic of the 
control groups. 

For contrast of the EEG findings with a 
patient group the controls were screened on 
the basis of emotional stability. They were 
divided on the basis of the average of the 
ratings made by the psychologist and psy- 
chiatrist(19) as to the amount of maladjust- 
ment and anxiety-proneness. Those judged 
borderline or pathological on either of these 
factors were placed in the emotionally labile 
group, while the remainder of the individuals 
were considered emotionally stable. Table 6b 
shows that the emotionally labile controls 
tend to have fewer N records than the emo- 
tionally stable controls, similar to the tend- 
ency seen in the patient group. Also, the 
number of LVF records increases progres- 
sively as one goes from the emotionally stable 
toward the patient group. The significance 


POWER (AVERAGE OF ANALYSER PEN DEFLECTIONS IN MILLIMETERS) 


o———» EMOTIONALLY STABLE CONTROLS (63) 
2h + EMOTIONALLY LABILE CONTROLS (42) 
PATIENTS (33) 


— 


of this trend cannot be established with the 
number of cases available in this study. 

Figure 4 shows the curves of average 
amount of activity at different frequencies in 
the electronically analysed EEG’s. There is 
a progressive decrease in strength of the 
alpha band from the emotionally stable con- 
trols to the patients. While the difference in 
alpha power between the emotionally labile 
and emotionally stable group is not statis- 
tically significant, the difference between the 
patients and the screened group is significant 
at the .oor level. 

The fact that the alpha activity for the 
patients is spread over several frequencies 
led us to investigate the incidence of different 
dominant frequencies within the alpha band 
for the patients and screened control samples. 
It was found that whereas the emotionally 
stable control group showed a definite mode 
between 10 and 11 c.p.s. the patient group 
had an almost rectilinear frequency distribu- 
tion throughout the total range from 9 to 12 
cp.s. (Fig. 5). Again the distribution for 
the emotionally labile subjects was midway 
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Fic. 4.—Curves showing average amount of activity at different frequencies in the elec- 
tronically analysed EEG’s of the patients and controls divided on the basis of emotional 
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DOMINANT FREQUENCY 


Fic. 5.—Dominant frequencies in the alpha band for patients and controls divided on the basis of 
emotional stability. 


between that for the emotionally stable and 


the patients. The frequency of occurrence 
of dominant alpha rhythms between 10 and 
II c.p.s. is significantly less (by chi-square 
tests) for the patients than for the emotion- 
ally stable controls, although such signifi- 
cance could not be established for the pa- 
tients compared with the total control groups. 


Discussion 


Analysis of a heterogeneous control popu- 
lation drawn from 4 relatively distinct 
sources has demonstrated many intergroup 
differences with respect to psychological and 
psychiatric variables. Although not always 
in accord as to their judgments concerning 
anxiety and maladjustment, both psycholo- 
gist and psychiatrist found marked variations 
among the control subgroups with respect to 
these variables. Thus the assumption that 
a sample drawn from a single, and relatively 
homogeneous source, will serve to represent 
a population of “normals” has been seriously 
undermined. 

The need for caution in applying interpre- 
tive criteria developed on one sample to a 
dissimilar one was aptly demonstrated in the 


case of the Munroe Inspection Technique. 
Developed on Sarah Lawrence students(13), 
this method when applied to educationally 
and culturally disparate groups resulted in 
noticeable errors in interpretation, e.g., the 
CM scored almost as high as the patients 
when their Rorschach protocols were ana- 
lysed by this method. 

Providing a marked contrast with the 
other control groups, particularly groups 
MIS and CM, were the seminary students. 
For example, the psychiatrist found mem- 
bers of Group SEM to be relatively free of 
depression, vocational difficulties, and sexual 
conflicts in contrast to the CM among whom 
these conflicts and symptoms were promi- 
nent. Selection of a control sample from 
either one of these sources alone would lead 
to a biased estimate of the frequency of oc- 
currence of such personality characteristics 
in the “normal” population as a whole. 

In contrast to the findings from the psy- 
chological tests and psychiatric interviews, 
the analyses of brain waves showed no sig- 
nificant differences among the control groups 
in any of the variables studied. However, 
when controls were separated into subgroups 
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on the basis of emotional lability it was 
possible to demonstrate several differences 
between patients and emotionally stable 
controls. 

Contrast of the control group as a whole 
with a sample of psychiatric patients has for 
the most part been marked, but many of the 
criteria frequently used for discriminating 
such patients from “normals” were shown to 
be inadequate. Thus the psychiatrist, in his 
screening of the control sample, was im- 
pressed by the marked prevalence of so-called 
pathological indices among the nonpatient 
groups. As all 5 groups had a relatively high 
incidence of lassitude, wealzness, restlessness, 
and irritability, it would appear that these 
reactions are common in our culture and 
should not in themselves be considered as 
pathological. All but the career military 
group had had an equivalent amount of such 
developmental habits as nail biting and 
enuresis, which are generally considered pre- 
dictive of a neurotic adjustment, so that a 
question is raised as to whether these forms 
of behavior can be used as prognostic of 
adult maladjustment. On the other hand, 
certain symptoms (projection, rigidity, hypo- 
chondriasis, and conversion symptoms), 
when present to a marked degree, were rela- 
tively unique to the patient sample. 

Though individuals in both patient and 
control groups tended to have been exposed 
to the same deleterious environmental con- 
ditions, the patients had significantly more 
insecurity in the home, psychiatric difficulties 
in the family, and rejection by parents than 
the controls. It would appear that though 
control and patient groups were both ex- 
posed to the same disruptive influences, the 
latter reported them as being more severe. 

An analysis of the EEG data has demon- 
strated that: (1) Psychiatric patients have 
less alpha than do control groups. LVF 
records, which are at the low end of the 
alpha power spectrum, were found in in- 
creasing number in our emotionally labile 
controls and in patients; (2) emotionally 
labile controls showed greater variation with 
regard to the frequency of the dominant wave 
than did the screened normals, though not 
to the extent shown by the psychiatric pa- 
tients. These findings with regard to psychi- 
atric patients have been noted before in the 


literature (1, 3), but the fact that controls 
found to be “emotionally labile” approached 
the patients in their EEG findings empha- 
sizes the need for adequate study of the 
composition of control samples. 


SUMMARY AND CONCLUSIONS 


A heterogeneous control group of 151 
young men drawn from 4 different socio- 
economic sources, and a group of 40 patients 
in whom manifest anxiety was the predomi- 
nant symptom, were studied by psychologi- 
cal, psychiatric and electroencephalographic 
means. The 4 subgroups of the control 
sample were contrasted with each other and 
with the patients. 

The 4 control subgroups varied greatly 
and at a high level of statistical significance 
with regard to many psychological and psy- 
chiatric variables. Members of the total con- 
trol group labeled by psychological and psy- 
chiatric means as emotionally unstable 
showed trends in their basic resting EEG 
similar to those found in the patient group. 
Many other indices often termed pathological 
occurred with equal or greater frequency 
among the controls than among the patients. 

These results suggest that controls from 
different occupational, social, and economic 
sources may vary greatly in their psychiatric 
and psychological characteristics and thus a 
single source cannot be considered a random 
sample of the normal population. It seems 
essential, therefore, that investigators con- 
sider rather carefully what factors might 
affect the variable being studied and choose 
their control sample so as to randomize such 
factors or else rule them out experimentally 
or statistically. Any control group used 
needs to be carefully described in terms of 
source, education, and other factors possibly 
affecting the investigation. Furthermore, 
this study re-emphasizes the danger of hy- 
pothesizing that certain psychological or 
physiological characteristics can be consid- 
ered as evidence of neuropsychiatric disease 
solely on the basis of their known occurrence 
in a patient population. 
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THE INCIDENCE OF EEG ABNORMALITY AMONG PATIENTS WITH 
MENTAL DISORDERS OF APPARENTLY NONORGANIC 
ORIGIN: A CRITICAL REVIEW 


R. J. ELLINGSON, Px. Omana, Nes. 


One of the major activities of electroen- 
cephalographers has traditionally been the 
determination of the incidence of EEG ab- 
normality associated with nervous and men- 
tal diseases and the relationships between 
particular EEG patterns and disease entities 
or elements thereof. Such marked relation- 
ships have been observed between EEG ab- 
normalities and many neurological disorders, 
especially the epilepsies and acute brain le- 
sions, that the use of the EEG in their eval- 
uation has become general. With respect to 
mental disorders without known neurological 
involvement the situation is different. The 
majority of reports indicates that among per- 
sons exhibiting mental or behavioral disor- 
ders of clinical intensity a greater proportion 
of abnormal EEG’s is found than among 
normals, but there is limited agreement be- 
yond this point. 

In reviewing the literature one is struck 


by the fact that many published studies leave 
much to be desired in the way of experimen- 
tal design. One is reluctantly forced to 
the conclusion that, despite the relatively 
large number of papers, few definitive gen- 


eralizations can be made. Several factors 
contribute to this state of affairs, the most 
important of which will be discussed briefly. 
Selection of Subjects —A major source of 
difficulty is that the equivalence of patient 
samples from different centers cannot be as- 
sumed, because of interinstitutional differ- 
ences in the diagnosis of mental disorders. 
This source of error? in almost all clinical 
psychiatric studies is so widely recognized 
that it requires no further elaboration here. 
However, diagnostic variability is not the 
only source of error in the selection of sub- 
jects. In some studies clinical samples have 
been used which were contaminated by pa- 


1 Nebraska Psychiatric Institute, University of 
Nebraska College of Medicine, Omaha, Neb. 

2 The term error is used throughout this discus- 
sion in its statistical sense of variability attributable 
to uncontrolled factors rather than as synonymous 
with mistake. 


tients with definitely established organic 
brain disorders. No implication that there 
is a dichotomy of “functional” and “organic” 
factors in the development of mental disease 
is intended, but it does seem that in studying 
a group of schizophrenics, for example, cases 
with structural brain damage or epilepsy 
should be omitted. If they are tallied sepa- 
rately, of course, there is no objection, but 
this is not always done. 

Finally, many papers are case study re- 
ports of one or a few patients. These are 
often informative, but, because of the bias 
introduced by case selection, they cannot be 
used to draw valid inferences concerning a 
whole population. This principle is some- 
times overlooked. 

Variability of Criteria of EEG Abnor- 
mality—Another source of discrepancies 
among the reports of various investigators is 
the lack of universally accepted criteria of 
EEG abnormality. Everyone agrees that 
paroxysmal activity, focal disturbances, and 
delta waves (slower than 4 cps) are abnor- 
mal in the EEG during wakefulness and, 
except for the last, during sleep. Everyone 
also agrees that the alpha rhythm (8-13 cps) 
and low-voltage fast (beta) activity are nor- 
mal during wakefulness, and that symmetri- 
cal slow waves and 10-14 cps “spindle 
bursts” are normal during sleep. It is with 
respect to moderately slow activity (5-8 cps) 
and higher-voltage fast activity distributed 
symmetrically—slight to moderate deviations 
from normal—that disagreement occurs. The 
crux of the matter is that most of the deviant 
phenomena in the EEG’s of mental patients 
are of this latter sort. 

The Gibbses(22, Vol. 1) have developed a 
widely used classification scheme in which 
EEG’s containing moderately deviant fea- 
tures are classified as normal or abnormal 
depending upon the frequency and quantity 
of the deviant activity present. EEG’s con- 
taining a moderate amount of 5-8 cps waves 
are classified as slightly slow (“S-1” in the 
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Gibbses’ terminology), those containing a 
moderate amount of fast waves as slightly 
fast (F-1), and those with much fast activity 
as fast (F-2). Considering S-1, F-1, and 
F-2 EEG’s to be abnormal, the Gibbses 
have found the incidence of abnormal 
EEG’s among control subjects to be 15-18% 
(Table 1). 

Many investigators have used the Gibbses’ 
criteria either unaltered or with slight modi- 
fications. Others, like Cohn(9), are not im- 
pressed with the pathological significance of 
fast activity, and classify almost all F-1 and 
F-2 type EEG’s as normal. Strauss e¢ al. 
(82) disapprove of systems that classify as 
many as 15% of the EEG’s of control sub- 
jects as abnormal, and consequently they 
classify most S-1 and F-1 type EEG’s as 
normal, and so on. 

In short, no two electroencephaJographers 
interpret all EEG’s in exactly the same man- 
ner; and although there is considerable 
agreement as to the significance of most 
EEG abnormalities, it is in the area under 
consideration that the disagreements are most 
acutely felt. 

Lack of Controls.—It is obvious that the 
stricter one’s criteria of EEG abnormality 
the lower will be one’s obtained rate of ab- 
normal EEG’s for both control and patient 
samples. If one is simply interested in de- 
termining if psychiatric patients exhibit a 
higher proportion of abnormal EEG’s than 
do normal people, the strictness of criteria is 
less important as long as a control group is 
used and the same criteria are applied to both 
groups. But control groups have not been 


TABLE 1 


EEG ABNORMALITY AMONG CONTROLS 


Hill (32) 

Gibbs e¢ al.(21) 

Gibbs et al. (23) 
Rossen & Gordon (66) 
Hill & Watterson(34) 
Cohn (9) 

Chamberlain & Russell(8) ... 
Williams (85) 

Finley & Campbell (20) 
Williams (85) 
Silverman(70) 


mtly includes some, 
et al.(23) and of ae 274 


*This group a 
1,000 cases of Gi 
Harty et al.(27). 


used in the majority of clinical EEG studies. 
The more usual procedure is to compare data 
from a patient group with control data gath- 
ered at another center. This method is clearly 
not as satisfactory as the use of control data 
gathered at the same center, but is acceptable 
if the criteria of EEG abnormality at both 
centers are known to be comparable. But 
comparability is rarely established. 

Lack of Statistical Evaluation—Another 
omission in most studies is failure to use 
available statistical techniques for estimating 
the siguificance of observed differences be- 
tween patient and control groups. Needless 
to say, statistical techniques, however re- 
fined, will not turn poor data into good data. 
Neither will their use guarantee the investi- 
gator against drawing erroneous conclusions, 
but they will provide a measure of the proba- 
bility of making such mistakes. 

The remainder of this paper is a review 
and discussion of empirical studies of the in- 
cidence and kinds of EEG abnormalities 
found in unselected, or relatively unselected, 
samples of 20 or more psychiatric patients. 
Case study reports are omitted for reasons 


already given. Where more than one report 
of a study appears in the literature only the 
most recent or most comprehensive report is 
included. 

In citing rates of EEG abnormality in the 
tables and in the text, cases listed by the 
original investigators as “borderline,” “ques- 


” 


tionable,” or “doubtful” have not been in- 
cluded. Some of the statistical comparisons 
cited were reported by the original investi- 
gators. The rest have been computed by the 
writer from raw data published in the origi- 
nal articles, using the Chi-square test. 


REVIEW OF THE LITERATURE 


CONTROLS 


Rates of EEG abnormality in control 
groups are collected in Table 1 to provide a 
basis for comparison with clinical data. 

The range of rates, 5%-20%, is some in- 
dication of the variability attributable to dif- 
fering criteria of abnormality. Another fac- 
tor enters into the picture however, namely, 
selection of control subjects. For example, 
Williams(85) found 10% abnormal EEG’s 
among 121 servicemen, but only 5% among 
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100 highly selected RAF air-crew personnel. 
On the other hand Harty et al.(27) found 
30% abnormal EEG’s among 274 armed 
services inductees. They found that this par- 
ticular group contained an extraordinarily 
high proportion of neuropsychiatric cases. 
After these had been eliminated the abnor- 
mality rate for the remainder of the group 
was 15%. 

Obtained abnormality rates appear to clus- 
ter around 15%. Much higher rates are 
probably due to loose criteria of abnormality 
or contamination of the sample(27, 32). 
Much lower rates probably are due to strict 
criteria of abnormality or highly selected 
samples (20, 70, 85). 


SCHIZOPHRENIA 


Reports of EEG findings among schizo- 
phrenic patients published before 1940 rarely 
mentioned rates of abnormality. Low ampli- 
tude of alpha waves, low alpha index, prom- 
inence of low voltage fast activity, and 
“choppiness” were frequently cited(2, 3, 4, 
12, 14, 15, 50, 51) as being characteristic of 
the EEG’s of schizophrenics, but such pat- 
terns are not uncommon among normals and 
are rather frequent among patients with 
other mental disorders (see below). Most 
of these early workers were apparently not 
impressed by the incidence of pathological 
EEG’s in their schizophrenic groups. 

More recent reports of EEG abnormalities 
among schizophrenics are summarized in 
Table 2. The reported rates of abnormality 
vary considerably. The highest, 60%, was 
obtained in a series of chronic cases (43) ;cri- 
teria of abnormality were not specified. The 
only study in which the rate of abnormality 
was definitely within the range for control 
samples involved a small sample(84). 

In 5 instances statistical comparisons be- 
tween schizophrenic and normal groups are 
possible. Chamberlain and Russell(8), Hill 
(32), and Finley and Campbell(20) used 
control groups (see Table 1). In all 3 in- 
stances the observed differences between 
schizophrenic and control groups are statisti- 
cally significant (P<.oo1, P<.o1, and P< 
.OOI, respectively). The criteria of abnor- 
mality used by Greenblatt(26) and by El- 
lingson(18) were approximately those of the 
Gibbses, and comparison of their series with 


the Gibbses’ most representative group of 
normals(23) shows the differences to be sig- 
nificant (P<.oo1 and P<.0o2, respectively). 

Several workers have investigated particu- 
lar kinds of EEG abnormalities. Finley(19) 
studied the occurrence of high voltage (over 
25 nV) fast activity, and found rates of 25%- 
30% in 747 schizophrenics and 3%-8% in 
300 controls. Recording was done at higher 
than standard gains. Ostow and Ostow(63) 
give the rate of bilaterally synchronous par- 
oxysmal slow activity in the EEG’s of schizo- 
phrenics as 13%-18%, but the number of 
cases is not given. The rate of such ac- 
tivity among controls is given by Gibbs as 
0.5-1.0%. Hill(32) reported on the inci- 
dence of 7 types of mild EEG abnormalities 
in one normal and 5 clinical groups. The only 
possibly significant difference (P<.05) be- 
tween his 147 schizophrenics and 138 con- 
trols involved the incidence of bilateral fast 
spike-and-wave complexes, 8% and 2.7%, 
respectively. 

As for differences between schizophrenic 
subgroups, Liberson(53) reported that mark- 
edly abnormal EEG’s were most common 
among catatonics (11%) and least common 
among paranoids (1%). Such a tendency 
has been noted by Lemere(51), P. A. Davis 
(12), and Ellingson(18). Ostow and Ostow 


TABLE 2 


EEG ABNORMALITY IN THE Major PsyCHOSES 


% 
Abnormal 


A. Schizophrenia 
Kennard & Levy(43) 
Chamberlain & Russell(8) .. 


Finley & Campbell (20) 
Ellingson (18) 
Liberson(53) 
Silverman(70) 
Greenblatt (26) 

Walter (84) 


B. Manic-depressive Psychoses 
Greenblatt (26) 
Liberson (53) 


C. Involutional Psychoses 
Greenblatt (26) 51 
Liberson(53) 33* 


* Some of Liberson’s figures had to be estimated from 
bar graphs, but those given in this and the following tables 
are believed to be accurate to within + 

t Schizophrenic criminals. 
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(63) report no difference among the sub- 
groups with respect to the incidence of par- 
oxysmal slow activity. Hill(32) noted some 
relationship between paroxysmal EEG ac- 
tivity and the catatonic form of schizo- 
phrenia, tending to disappear during remis- 
sion from illness. 

Kennard and Levy in their series of 
chronic schizophrenics(43) found signifi- 
cantly greater incidences of abnormality in 
cases with (1) early onset, (2) long dura- 
tion of illness, and (3) familial incidence of 
psychopathology. Chamberlain and Russell 
(8) found 31% abnormal EEG’s among 45 
siblings of their schizophrenics (significantly 
different from their control group—P<.0o5), 
but only 6.5% abnormai EEG’s among 46 
parents. 

In summary, on the basis of the fact that 
9 out of 10 studies have yielded higher EEG 
abnormality rates among schizophrenics than 
are usually found among normals, and since 
in all 5 of the statistically testable instances 
the differences were found to be significant, 
it is concluded that the rate of EEG abnor- 
mality among schizophrenics is greater than 
among normals. The most common abnor- 
malities observed are of the nonspecific, dif- 
fuse types, but almost every kind of abnor- 
mality has been reported. 


MANIC-DEPRESSIVE PSYCHOSES 


Lemere(50, 51) and P. A. Davis(13, 14) 
both reported strong, rhythmic alpha 
rhythms to be common among manic-depres- 
sives. Davis observed that a majority of 
manic-depressive depressed patients exhibit 
dominant alpha or mixed slow patterns with 
an alpha rhythm of 10 cps or slower, while 
a majority of manic-depressive manics ex- 
hibit mixed fast patterns with alpha rhythms 
of 10 cps or faster. Lemere observed some 
delta activity in the EEG’s of severely dis- 
turbed depressives. Neither Lemere nor 
Davis reported abnormality rates specifically. 

Only two reports give abnormality rates 
for manic-depressive patients (Table 2). 
Greenblatt(26) gives separate rates for 
manic-depressive manics and manic-depres- 
sive depressives; the difference is not sta- 
tistically significant. Finley(19) reports a 
rate of 25%-50% abnormal fast EEG’s 
among 89 manic-depressives. 


It is clear that there is not sufficient evi- 
dence to draw any final conclusions concern- 
ing the incidence or nature of EEG abnor- 
mality in the manic-depressive psychoses. 


INVOLUTIONAL PSYCHOSES 


Data on involutional psychoses are also too 
few to permit any definite conclusions 
(Table 2). 

Liberson(53) gives separate rates for in- 
volutional depressives and paranoids. The 
difference between the over-all rates of ab- 
normality for the two subgroups is not sig- 
nificant, but none of the paranoids had a 
markedly abnormal EEG and about 21% 
had abnormal fast EEG’s, while the respec- 
tive rates for the depressives were 6% and 
11%.* Of Greenblatt’s involutionals 31% 
had fast EEG’s(26). Finley(19) gives a 
rate of 50%-75% abnormal fast EEG’s 
among involutionals. 

These studies were all published in 1944. 
Since then less and less pathological signifi- 
cance has been attached to fast activity in 
the EEG’s of older people. The Gibbses(22, 
Vol. I) regard F-1 records as normal after 
age 40. It seems likely that, if the reported 
rates of abnormality in this group were cor- 
rected for age according to current practice, 
there would remain only slight, or no, differ- 
ences between these patients as a class and 
normals. 


PSYCHONEUROSES 


Reports citing the incidence of abnormal 
EEG’s among psychoneurotics are summar- 
ized in Table 3. In the first group of studies 
(A) the authors did not break their samples 
down ; presumably a variety of neurotic syn- 
dromes is represented in each. 

The results are obviously discrepant. Ab- 
normality rates apparently greater than 
would be expected for normals were found 
in 4 of the 7 studies represented in the table. 
In one of these(85) a control group was 
used and the difference between patient and 
control groups was significant (P<.oor). 
The difference between Greenblatt’s abnor- 


mality rate for psychoneurotics(26) and the 


8 Note that the same tendency for persons with 
paranoid traits as a group to have normal EEG’s 
has been found among schizophrenics. 


[Oct. 
» 
ee 
4 H 
val 
Taal 
3 
‘a 
4 
— 
3 
vrs 
4 


1954] R. J. ELLINGSON 267 


TABLE 3 
EEG ABNORMALITY IN THE PsYCHONEUROSES 
No. 
A. Psychoneuroses, Undifferentiated 
Heppenstall et al.(30) ....... 290 34 
Greenblatt (26) 218 34 
23 
B. Psychosomatic Reactions 
Kirschbaum & Stehle(46).... 50 10 
Rubin & Moses(67) ......... 45 7 


Gibbses’ for controls(23) is also significant 
(P<.oo1). 

In the other 3 studies the abnormality 
rates for psychoneurotics, 2%-14%, are 
clearly within the range for normals.* In ad- 
dition to the 3 studies mentioned, Brazier, 
et al.(1) found a low rate of abnormality 
among 100 psychoneurotics. The rate was 
not specifically cited in the paper, but from 
the discussion it is clear that it did not exceed 
that expected for normals. 

Weare left without a decision. High EEG 
abnormality rates were found in 4 out of 8 
reported samplings, and rates not differing 
from those found in control groups were 
found in the other 4. Under these circum- 
stances one cannot put uncritical faith in the 
two statistically significant differences found. 

Three EEG studies of patients with spe- 
cific psychosomatic symptoms (Table 3, B) 
are also pertinent. Kirschbaum and Stehle 
(46) studied patients with peptic ulcers, 
Moses(62) patients with duodenal ulcers, 
and Rubin and Moses(67) patients with 
bronchial asthma. In none of these studies 
did the rate of abnormality exceed that found 
among normals, 

Two EEG studies of patients exhibiting ob- 
sessive-compulsive reaction states have been 
reported. Because the samples are mixed, 
they have not been tabled. Pacella et al.(64) 
reported 31 cases, of which 26 were neurotic 
and 5 schizophrenic. They found 20 abnor- 
mal EEG’s (65%) ; 12 of these showed ab- 


4The criteria of abnormality used by Strauss 
and his colleagues, who obtained the 2% rate(82), 
are more conservative than those used by most 
workers. 


normal waves only during hyperventilation. 
The abnormalities of 6 others apparently 
consisted only of irregularity of wave pat- 
terns. Two of the psychoneurotics had petit 
mal. Rockwell and Simons(65) reported 24 
cases. Eleven were considered to have “stable 
and well organized” personalities; 10 of 
these had normal EEG’s. Ten were diag- 
nosed as psychopaths; all had abnormal 
EEG’s. Three were unclassified ; 2 had ab- 
normal EEG’s. Because of the smallness of 
the groups, variability of diagnoses, contami- 
nation, and some unconventional criteria of 
EEG abnormality, it is not felt that these 2 
studies provide sufficient evidence to estab- 
lish an association between EEG abnormality 
and obsessive-compulsive states. Rockwell 
and Simons’ data seem in fact rather to indi- 
cate an association between EEG abnormal- 
ity and psychopathy. 

In summary, evidence that the rate of 
EEG abnormality is higher among psycho- 
neurotics than among normals is inconsist- 
ent and inconclusive. Since 7 out of 11 EEG 
studies of psychoneurotic patients failed to 
yield abnormality rates higher than those or- 
dinarily found in control groups, the burden 
of proof lies with those who would maintain 
that an association exists between EEG ab- 
normality and psychoneurosis. 

There is no question but that the EEG’s 
of psychoneurotics frequently display a dis- 
quieting irregularity of pattern. But unless 
activity clearly outside the range of normal 
for the patient’s age-group is present, the 
EEG should not be classified as abnormal. 
An irregular mixture of alpha and low- 
voltage fast waves is not abnormal, but is 
usually a reflection of the subject’s failure to 
relax during the test(81). 


PSYCHOPATHY AND CRIMINALITY 


The incidence of EEG abnormality among 
psychopaths has been found with remarkable 
regularity to lie between 47%-58% (Table 4, 
A and C). Some of the studies apparently 
used overlapping samples. The 2 studies in 
which rates below 47% were found are 
probably explicable on the basis of diagnostic 
variability (26, 73), and strict criteria of ab- 
normality (73). 

In 2 studies control groups were used (32, 
34); the differences between abnormality 
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TABLE 4 


EEG ABNORMALITY AMONG PsyYCHOPATHS 
AND CRIMINALS 


% 
Abnormal 


A. Psychopaths, Undifferentiated 
Gottlieb et al.(24)* 
Knott & Gottlieb (48)* 
Simons & Diethelm(74)* ... 
Knott & Gottlieb (47)* 
Silverman & Rosanoff (72) .. 
Hill (32) 
Diethelm & Simons(16)* ... 
Hill & Watterson (34) 
Liberson(53) 
Greenblatt (26) 
Simon et al.(73) 


B. Criminals, Unselected 
Silverman (70) 
Gibbs, et al.(21) 


C. Criminal Psychopaths 
Silverman (70) * 55 
Silverman (69) * 53 
Hodge(36) 49 


* The samples studied in the following groups of studies 
may overlap: (24, 47, 48) (16, 74) (69, 70). 
+ Includes low voltage fast activity as abnormal. 
t Includes cases of behavior disorder not diagnosed as 
psychopathy. 
§ Military diagnoses. 
27% when S-1 and F-1 records included. 
s figure includes borderline records. 


rates for psychopaths and controls are both 
significant (P<.001). In 3 other studies (26, 
48, 74) the criteria of abnormality used were 
close enough to the Gibbses’ for comparisons 
with their control sample(23) to be made; 
the differences are all significant (P<.oor). 

The most commonly observed abnormality 
is moderately slow activity (16, 26, 32, 36, 48, 
53, 73), but very slow(36, 48, 53, 73) and 
paroxysmal (24, 36, 73) activity are also seen 
more often than among normals. 

The rate of EEG abnormality tends to de- 
crease with age(32, 34) and is significantly 
related to positive family history of neuro- 
psychiatric disorders and positive personal 
history of severe illness or injury(24, 48). 
No correlation has been found between se- 
verity of EEG abnormality and severity of 
psychopathic illness(73). No consistent re- 
lationship between personality configuration 
and EEG abnormality has been established 
within the psychopathic category, except that 
aggressiveness tends to be positively associ- 
ated with EEG abnormality(36, 74). No 


significant differences were found between 
homosexuals and nonhomosexual psycho- 
paths (63, 72). 

Unselected criminal populations do not 
differ significantly from noncriminals with 
respect to rate of EEG abnormality when 
judgments are corrected for age differences 
(Table 4, B). 

Levy(52) selected 50 criminals committed 
for violent crimes and 50 for nonviolent 
crimes. The over-all incidence of abnormal 
EEG’s was 30%. He found no differences 
between the two groups, but did find a dif- 
ference when he separated the 100 subjects 
into those with “stable personalities” and one 
conviction and those with “unstable person- 
alities” and/or repeated convictions (17% 
and 34% abnormal EEG’s, respectively ). 

Criminal psychopaths on the other hand 
generally show the same tendency toward 
EEG abnormality found among noncriminal 
psychopaths (Table 4, C). The tendency to- 
ward decreasing abnormality with increasing 
age has also been observed(70). Ostow and 
Ostow(63) found that 29% of the EEG’s 
of criminal psychopaths contained paroxys- 
mal slow activity. 

Stafford-Clark and Taylor(80) reported 
on the EEG’s of 64 murderers, whom they 
divided into 5 groups: (I) II who com- 
mitted murder incidentally to the commission 
of another crime, (2) 16 who committed 
reasonably motivated, premeditated murder, 
(3) 15 who committed motiveless murder, 
(4) 8 who committed murder in connection 
with a sexual attack, and (5) 14 murderers 
found to be insane. The respective percent- 
ages of abnormal EEG’s were 10, 25, 73, 
50, and 86; the over-all rate was 50% with 
27% showing “severe” abnormality. The 
numbers are too small to permit statistical 
evaluation. 

In summary, it appears established that a 
significantly high proportion (about half) of 
patients with psychopathic diagnoses have 
abnormal EEG’s, These are mostly of the 
nonspecific, diffuse slow type. Incidence of 
abnormality appears to be inversely related 
to age in this group. Aggressiveness seems 
to be associated with EEG abnormality. No 
relationship with other factors has been 
established. 
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BEHAVIOR PROBLEM CHILDREN 


The evaluation of the EEG’s of children 
presents greater difficulties than are encoun- 
tered with adults. The EEG’s of most chil- 
dren under 15 years old are abnormal by 
adult standards, the degree of deviation be- 
ing inversely related to age. Normative data 
on children are less plentiful than on adults. 
Our present knowledge of the development 
of EEG patterns during infancy and child- 
hood is largely based on the work of J. R. 
Smith (75, 76, 77, 78), Lindsley (54, 55), and 
Henry(29). 

Children’s EEG’s differ from adults’ prin- 
cipally with respect to frequency of the alpha 
rhythm and the amount of slow activity pres- 
ent during wakefulness, both of which vary 
from year to year until the EEG becomes 
stabilized sometime during late adolescence. 
Therefore different criteria of normality 
must be used at different age levels. 

Few investigators have been willing to 


commit themselves in print as to the rate of 
EEG abnormality among normal children 
(Table 5, A). The rates given tend to be a 
bit lower on the average than abnormality 
rates for adults (Table 1). This is probably 
because electroencephalographers tend to be 
very conservative in interpreting diffuse slow 
activity as abnormal in children’s EEG’s. 

A large number of studies of the EEG’s 
of behavior problem children has been pub- 
lished, but most of them are based on small 
groups. In Table 5 B are listed the results 
of 18 studies of moderate to large groups of 
behavior problem children published over the 
last 14 years. No attempt has been made to 
break down the category “behavior problem 
children” into narrower nosologic groups. It 
would be impossible to do so systematically 
on the basis of the information included in 
most of the published reports. 

All but one of the studies listed yielded 
EEG abnormality rates for behavior prob- 


TABLE 5 
EEG ABNORMALITY AMONG NorMAL AND BEHAVIOR ProBLEM CHILDREN 


A. Normal Children 
Knott (24) 
Secunda & Finley (68) 
Miller & Lennox (61) 
Davidson(11) 
Kennard & Willner (44) 
Henry (29) 


B. Behavior Problem Children 
Hawkes & Roark(28) 
Spear & Turton(79) 
Lorenzo & Sidwell(57) 
Brown & Solomon(6) 
Brill et al.(5) 

Kennard (40) ft 

Jasper et al.(39) 
Gottlieb et al.(24)§ 
Knott et al.(49) 
Michaels & Secunda (60) 
Strauss et al.(83) 
Secunda & Finley (68) 
Kennard (41)t 

Kennard & Willner (44)t 
Gottlieb et al.(25)§ 
Miller & Lennox (61) 
Cattell & Pacella(7) 
Eikoff & Beevers(17) 


“Exact figure not 


?-15 


4-over 21|| 
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given. 
+ 12% if “questionable normals” are included, a category which appears to include kinds of EEG’s classified as abnor- 


mal by other investigators. 
; Possibly overlapping groups. 
Overlapping groups. 
|| 3 patients over 21. 
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lem children higher than those found in con- 
trol groups. The one exception(17) is some- 
what puzzling ; unfortunately the criteria of 
abnormality used were not made clear. 

In 3 studies, other than the one just men- 
tioned, control groups were used. Differ- 
ences between the control and patient groups 
of Miller and Lennox(61) and of Secunda 
and Finley(68) are significant (P<.oo1). 
Gottlieb et al.(24) compared their findings 
of 56% abnormal EEG’s in a group of pa- 
tients with “primary behavior disorders” 
with the control data of Knott(24) and 
Henry(29), and concluded that the differ- 
ences are significant. 

The rates of EEG abnormality among be- 
havior problem children vary widely, but 
tend to cluster in the 50%-60% range (cf. 
psychopaths, Table 4). Varying composition 
of the groups studied is undoubtedly respon- 
sible for much of the variability of observed 
abnormality rates. While the samples used 
by some investigators were internally rela- 
tively homogeneous (24, 49, 79), most were 
quite heterogeneous. For example, Cattell 
and Pacella’s group(7) consisted of 20 
children with “neurotic traits,” 16 “conduct 
disorders,” and 6 schizophrenics; EEG ab- 
normality rates were 5%, 56%, and 67%, 
respectively, using Henry’s criteria. 

Another probable reason for variability of 
abnormality rates is variable incidence of or- 
ganic cases. The existence of organic in- 
volvement, which is not definitely provable, 
but which is suggested by one or more lines 
of evidence, constitutes one of the most fre- 
quent problems in the evaluation of behavior 
problem children. The various samples stud- 
ied probably contain different proportions of 
such cases. 

No relationships have been established 
between EEG abnormalities and specific 
symptoms. 

Kennard(41, 42) demonstrated a negative 
relationship between incidence of EEG ab- 
normality and age in a large series of cases. 
Secunda and Finley(68) noted a similar 
trend. Gottlieb et al.(25) found no age re- 
lationships in a smaller series. 

Positive, although moderate, relationships 
have been found between EEG abnormality 
and the following factors: (1) family his- 
tory of neuropsychiatric disorders(24) ; (2) 


personal history of severe illness or injury 
(24, 39, 61); (3) neurological or psycho- 
metric indications of structural brain defect 
(57, 61). 

Knott et al.(49) recorded the EEG’s of 
both natural parents (N=172) of 86 
patients with “primary behavior disorder 
or psychopathic personality.” Using the 
Gibbses’ criteria, they found 30% abnormal 
EEG’s. Comparing the distribution of EEG 
types in their group of 172 with that in the 
Gibbses’ control group of 1,000(23), they 
found the distributions to be significantly 
different (P<.o01). They also demonstrated 
that EEG abnormality in parents is signifi- 
cantly related to EEG abnormality in their 
children (P<.02), and that type of parental 
EEG abnormality is related to type of EEG 
abnormality in children (P<.o1). No such 
trends were noted in a small sample of 8 pa- 
tients and 16 foster parents. They propose 
“that (non-diagnostic) EEG abnormalities 
in primary behavior disorder and psycho- 
pathic personality have important genetic 
determinants.” 

Kennard(40) and Kennard and Willner 
(44) could find “no conclusive evidence that 
the similarity of EEG pattern found in the 
family unit is inherited.” Knott et al.(49), 
however, feel that those studies were inade- 
quately controlled. 

In summary, it appears to be established 
that behavior problem children as a group 
differ from normal children with respect to 
incidence of EEG abnormality. Some of the 
abnormal records obtained can be explained 
on the basis of the probable existence of 
brain disorder, even though overt evidence 
of such disorder is often equivocal or absent. 


DIscussION 


A significant association between EEG ab- 
normality and a disease entity, may, in the 
opinion of the writer, be considered to exist 
only if well-controlled studies from more 
than one center have consistently shown sta- 
tistically significant EEG differences between 
groups of patients displaying the given dis- 


ease and normal controls. If these condi- 
tions are not met, or if there is a substantial 
body of conflicting data, judgment must be 
deferred. Following these principles, it is 
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felt that only the following generalizations 
are justified by the literature reviewed. 

1. Both consistent and significantly high 
rates (about 50%) of EEG abnormality 
have been found in only one diagnostic group, 
psychopaths. 

2. Rates of EEG abnormality among be- 
havior problem children are consistently 
high, but markedly variable, probably be- 
cause of variability of sampling, contamina- 
tion of patient groups with organic cases, 
and uncertainty of criteria of EEG abnor- 
mality in the lower age groups. 

3. Rates of EEG abnormality among 
schizophrenics are significantly high—proba- 
bly 4 to 4—but variable. 

4. Reported data on other psychotic 
groups are insufficient to permit valid gen- 
eralizations. 

5. Data on psychoneurotics are conflicting 
and therefore inconclusive. At present the 
weight of evidence seems to indicate that the 
rate of abnormality in this group is not 
higher than that found among controls. 

6. There is no demonstrated correlation 
between type or severity of EEG abnor- 
mality and type or severity of mental illness 
within the categories discussed. 

7. No specific symptom (except, tenta- 
tively, aggressiveness) has been demon- 
strated to be consistently associated with 
EEG abnormality within the categories 
discussed.® 

8. There is a moderate negative relation- 
ship between age and EEG abnormality in 
mental illness, which is especially evident in 
the behavior problem and _ psychopathic 
groups. Such an age relationship is also evi- 
dent among normals and epileptics. 

Since higher than normal rates of EEG 
abnormality appear in several groups of 
mental patients, the question arises as to 
their theoretical and practical significance. 
All explanations of such findings that have 
been advanced are variations of 3 basic hy- 
potheses: (1) that the observed EEG ab- 
normalities reflect maturational retardation 
of the central nervous system ; (2) that they 
are psychosomatic effects ; and (3) that they 
reflect constitutional cerebral defects, more 


5 Paranoid traits tend to be associated with EEG 
normality, but data are still insufficient to state 
this as a general rule. 


specifically structural and/or biochemical 
brain pathology. 

The maturational retardation hypothesis 
has been advanced particularly to explain ab- 
normal EEG’s among psychopaths, most of 
whom are teenagers or young adults, and 
among behavior problem children. Most 
EEG abnormalities among such patients are 
of the diffuse, slightly to moderately slow 
type. Since a brain that is functionally re- 
tarded for its age would be expected to func- 
tion EEG-wise like a somewhat younger 
brain by exhibiting a greater proportion of 
slow activity than most brains of the same 
chronological age, the retardation hypothesis 
can explain many of the abnormalities ob- 
served, especially the negative relationship 
between age and incidence of EEG abnor- 
mality among behavior problem children and 
psychopaths. On the other hand, there are 
no studies specifically demonstrating an asso- 
ciation between abnormal slow EEG’s and 
other evidence of maturational retardation 
in these patients. The retardation hypothesis 
further does not account for the high inci- 
dence of patients whose EEG’s are regarded 
as abnormal at any age. 

The psychosomatic hypothesis holds that 
as in other psychosomatic disorders, psychic 
influences (presumably cortical) give rise to 
autonomic and/or endocrine disturbances. 
These in turn affect cerebral functioning 
either directly or by altering the biochemical 
milieu of the brain. One result is abnormal 
brain waves. The studies of Darrow(10) 
appear to support such a view. 

Since the physiological reactions of chil- 
dren are more labile than those of adults 
the effect should be more prominent in the 
former and tend to diminish as adulthood is 
approached. In this way the hypothesis can 
account for the negative relationship between 
age and EEG abnormality. EEG abnormali- 
ties among schizophrenics can also be ac- 
counted for, if it is assumed that the unusual 
modes of physiological response so often ob- 
served among schizophrenics(37), are ef- 
fects, rather than causes of the schizophrenic 
process. 

Like the maturational retardation hypothe- 
sis, this does not account for high rates of 
paroxysmal, focal, or diffuse, severe EEG 
abnormalities. Alterations in the biochemical 
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milieu of the brain result in only slight al- 
terations in EEG pattern until just before 
consciousness is lost or catastrophic physio- 
logical reactions take place, and even then 
focal and paroxysmal EEG disturbances are 
uncommon in persons without epilepsy or 
structural brain damage. 

The constitutional defect hypothesis holds 
that EEG abnormalities in psychiatric pa- 
tients are definite evidence of organic dis- 
order. This is probably true if the term or- 
ganic disorder is considered in its broadest 
sense, in which case, however, it is virtually 
meaningless. Organic disorder is usually 
taken n.ore narrowly to mean structural 
brain damage or specific biochemical dys- 
function, hereditary or acquired. An essen- 
tial part of che hypothesis is the further as- 
sumption that such constitutional defects by 
interfering with the integrative activity of 
the nervous system are etiologically related 
to the observed psychological disorder. 

The basis of this hypothesis is the well- 
established association between EEG abnor- 
malities and acute brain damage, infection, 
etc. The deduction that EEG abnormalities 
reflect similar states whenever found is not 
an unreasonable one; and it can be main- 
tained that the EEG is the only presently 
available technique subtle enough to detect 
some constitutional defects of the brain, 
which interfere, not with sensory or motor 
functions, but only with the highest-level, 
integrative functions of the nervous system.°® 

One particular form of the constitutional 
defect hypothesis holds that EEG abnor- 
malities in mental patients indicate that the 
observed mental illness is related to epilepsy. 
Confirmatory evidence has not been forth- 
coming (35, 38). There is an unusually high 
incidence of mental and emotional disorders 
among patients with temporal lobe epilepsy 
(22, Vol. II), but the converse proposition 
does not appear to be true(58). 

Most psychologists and psychiatrists 
would probably not deny that constitutional 
defects are contributory etiologic agents in 
some cases of apparently “functional” men- 
tal disorders. But is such the case in all men- 


6 On the other hand, it is an indisputable fact 
that even severe structural brain damage may 
exist in the presence of a normal EEG. 


tal patients with abnormal EEG’s? The con- 
sensus of opinion is in the negative, but the 
question remains open. 

Each of the 3 general hypotheses discussed 
here seems to account for some, but not all, 
of the phenomena observed. Present evidence 
does not support one of them over the others. 
However, these 3 hypotheses are not mu- 
tually exclusive. On the contrary it is not 
unlikely that all are correct to some extent. 
Brain damage, maturational retardation, and 
psychosomatic influences could conceivably 
be concurrently operating factors in a single 
case. In other cases one or another might be 
predominant. Whether one of the 3 sets of 
factors proves to be most frequently predomi- 
nant among mental patients with abnormal 
EEG’s remains to be seen. 

As to the practical significance of abnor- 
mal EEG’s in mental patients, the writer be- 
lieves the following statements to be justi- 
fied. An abnormal EEG, especially if focal, 
paroxysmal, or severe diffuse abnormality is 
present, still suggests first an organic brain 
disorder, and such should be tentatively pre- 
sumed to exist and be carefully checked out. 
Beyond differentiating the few organic cases 
which will be found, the EEG is of no value 
in the differential diagnosis of mental dis- 
orders or in personality assessment at the 
present time. Finally, an abnormal EEG ina 
mental patient is not grounds per se for a 
poor prognosis. 

In the last few years newly developed ex- 
perimental EEG techniques, such as the 
photo-metrazol technique (Gastaut), and 
new recording methods such as toposcopy 
(Walter) are being applied in the study of 
mental as well as neurological patients. It 
is still too early to know whether these meth- 
ods will yield information of value to the 
psychiatrist. 
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AN EXPERIMENTAL APPROACH TO PSYCHOLOGICAL STRESS‘ 


JAY B. COHN, M.D., ann JUDAH RUBINSTEIN, M.A. 
CLEVELAND, OH10 


Some 350 years ago, the first observations 
relating to cretinism and mental deficiency 
were recorded. Today this pioneer sugges- 
tion has grown into the new field of psycho- 
endocrinology. This interrelationship be- 
tween endocrinology and psychiatry is chiefly 
the result of technical advances in steroid 
chemistry in the last 2 decades. Methods 
and techniques, such as the isolation of corti- 
sone by Kendall, the preparation of ACTH 
by Collip, and then its assay by Sayers, have 
only amplified and broadened the earlier 
theories of Claude Bernard and Walter B. 
Cannon. 

To the French physiologist, Bernard, 
whose influences extended even to the “ex- 
perimental novel” of Emile Zola, goes the 
credit for formulating the theory of internal 
secretions first stated in 1855. Twenty years 
later, Bernard added the major concept of 
the fixity of the internal environment. Just 
as the relatively few observations on the en- 
docrinal-mental functions prior to this semi- 
nal period were generally unnoticed, Ber- 
nard’s theories remainei, on the whole, a 
challenge of which science was for decades 
unaware and unprepared to meet. Not until 
the American investigator, Cannon, took up 
the theories and broadened them into his 
concept of homeostasis was the next really 
significant advance made. 

Around this core of early observation and 
theory, which Cleghorn(3) has outlined, an 
increasing amount of data accumulated to 
show a functional relationship between men- 
tal change and endocrinal deficiencies. Mur- 
ray’s treatment of myxoedema with thyroid 
extract was the first clinical evidence that 
a hormone preparation to regenerate the thy- 
roid would also alleviate the mental aberra- 
tion associated with it. Before the end of the 
nineteenth century, acromegaly was ascribed 
to the hyperfunctioning of the pituitary, and 
its accompanying mental disorders were 
shortly thereafter systematically observed. 


1 This work was done under the auspices of the 
State of Ohio, Division of Mental Hygiene, Low- 
ell O. Dillon, M. D., Commissioner. 
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This particular phase in the development 
of psychoendocrinology reached its culmina- 
tion in Bleuler’s description of the psychoses 
associated with hyperthyrodism and Hoskins’ 
review of psychoses and internal secretions. 
Nevertheless, the major contributions up to 
this point had been the result of endocrino- 
logical rather than psychiatric investigation. 
Psychoanalysis had much to establish and 
absorb within its own area before it could 
act on Freud’s suggestion that the findings 
in endocrinology would bring about a fruit- 
ful synthesis between the two fields. Sakel’s 
insulin coma treatment for schizophrenia de- 
veloped in the 1930’s was a dramatic, if some- 
what unrelated, demonstration of the com- 
mon ground in endocrinology and psychiatry. 

The implications of psychoendocrinology, 
rather than the relatively meager evidence 
gathered to date, have inspired the wide- 
spread postulate that a casual relationship 
exists between endocrine dysfunction and 
mental aberrations. As yet definite proof of 
such ties between any psychiatric condition 
and any specific hormonal derangement is 
lacking. It is, instead, known that different 
psychopathologic states develop under what 
seem to be identical endocrinological disturb- 
ances. While systematic clinical experimen- 
tation should eventually provide some patho- 
physiologic explanations for various mental 
diseases, it may be necessary to await even 
more exact and perhaps different methods 
of measuring adrenocortical functions. From 
a psychiatric viewpoint, it may be even more 
desirable to discard the nosologic neurotic 
and schizophrenic entities in order to estab- 
lish workable analytic categories in psycho- 
endocrinology. In this respect, the contribu- 
tions of Hans Selye(8) on the physiological 
processes of adaptation have provided a 
promising framework to interpret some of 
the previously recorded data as well as a 
pattern for future research. 

Certain basic findings are now accepted by 
most investigators of the problem of psycho- 
logical stress. Perhaps none is more complex 
in its implications than the theorem that an 
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organism’s response to a given stimulus is 
on a total basis. Not only are the observable 
physiological changes, for example, not nec- 
essarily cause or effect, but they represent 
only the physiological portion of total re- 
sponse. Adaptation by an organism to a 
stressful stimulus, which involves the main 
organs and pathways, can be accomplished 
by many possible mechanisms controlling the 
response (Fig. 1). The nature and degree of 
the response are further affected by the many 
variations in both quantitative and qualitative 
function of the organs and pathways in- 
volved. These changes may be due to an 
innate deficiency of the organ or pathways 
or to an altered function of either manifest- 
ing itself as hyperfunctioning, hypofunction- 
ing, or malfunctioning. 

The pathway of response begins with a 
stimulus perceived by the organ of the brain. 


APPROXIMATE AREA OF 
LESIONS IN DIENCEPHALON 


How it is perceived is unique to that organ- 
ism and involves the entire functioning of 
the brain in both its cognitive and noncogni- 
tive aspects. The nature of this perception 
determines which of the systems (Fig. 1) 
will be activated. An overwhelming stimulus 
may excite not only the pituitary system but 
also the hypothalamic autonomic system, 
which uses the chromaffin cells and the ad- 
renal medulla as its effector organs. The 
pituitary may liberate adrenocortico-tropic 
hormone as still another effector mechanism. 
Stimulation of the adrenal medulla or the 
chromaffin cells to release epinephrine or 
epinephrine-like compounds usually elicits a 
response from the adrenal cortex. Epineph- 
rine, careful studies have shown, is capable 
of activating the pituitary itself. The physi- 
ological response is now seen to be circular 
in character. Through the autonomic system 
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and its pathways, the pituitary liberates epi- 
nephrine which further energizes the pitui- 
tary. 
Adrenalin released by the adrenal medulla 
generally causes the adrenal cortex to pro- 
duce several classes of hormones. As a de- 
fense mechanism it usually releases what are 
classed as the gluco-corticoids of which Com- 
pound F (Hydrocortisone) is an example. 
In addition, it also produces the mineral cor- 
ticoids, such as desoxycorticosterone, so 
called because they influence primarily the 
sodium and potassium metabolism of the 
body. These adrenocortical hormones affect 
all the tissues of the body including the brain. 
Here again, the response is circuitous. The 
brain through the pituitary activates the ad- 
renal medulla, which, in its turn, activates 
the adrenal cortex, which then closes the 
circuit by producing a hormone bearing upon 
the glucose metabolism in the brain. 

This pattern of physiological response to 
stimuli is directly related to Selye’s General 
Adaptation Syndrome (Fig. 2), which is 
briefly defined as the sum of all nonspecific 
responses resulting from long-continued 
stress to the organism. The syndrome con- 
sists of 3 phases. The first is the alarm 
action or the sum of all nonspecific phe- 
nomena elicted by a stimulus to which the 
organism is not quantitatively or qualitatively 
adapted. It is characterized by shock as the 
immediate effect of the stimulus upon the 
organism and is accompanied by such physio- 
logical phenomena as hypothermia, hypoten- 
sion, and loss of muscular tone. 


The shock phase is followed by counter- 
shock. When prolonged, it leads into the 
phase of resistance, which encompasses the 
sum of all nonspecific systematic reactions 
elicited by prolonged exposure to which the 
organism has acquired adaptation. During 
this phase, a swelling of the adrenal cortex 
and a reversal of the physiological changes 
noted in the shock phase can be observed. 
The symptoms of the reaction are a mild 
fever, an increase in blood pressure, and an 
increase in muscular tone. In general, they 
distinguish the organism’s increased resist- 
ance to the specific stimulus initiating the 
response but a decreased resistance to all 
other stimuli. 

The third phase of Selye’s General Adap- 
tation Syndrome is the exhaustion phase. 
This is explained as the sum of all nonspe- 
cific reactions ultimately developing as a 
result of prolonged overexposure to stimuli 
to which adaptation was made but could no 
longer be maintained. Finally, it should be 
noted that stress has been defined by Benda 
(1) as a stimulus great enough to cause the 
organism to deviate from the normal equi- 
librium of rest. 

While most of Selye’s work has been done 
using noxious physical stimuli on animals, 
his theories apply to any stress affecting the 
organism. His hypotheses are equally valid 
for dealing with psychological stress and the 
organism’s response thereto. By applying 
these 2 general frames of reference, physio- 
logical pathways and Selye’s syndrome, new 
insights can be gained into psychiatric prob- 
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lems. In fact, psychiatry today is hampered 
by Kraepelin’s nineteenth-century classifica- 
tion of disease entities based on description 
rather than on more fundamental data. It 
may prove more helpful to establish cate- 
gories of psychological responses of the 
organism in terms of patterns of adaptation 
or maladaptation to stress. 

The first step in the response to stress, 
indicated in Fig. 1, is the organism’s percep- 
tion of the stimulus as stressful. Omitting 
consideration of the sensory pathways in- 
volved, whether tactile, olfactory, auditory, 
or visual, the key to perception of stress is 
the cerebral cortex. Here, in the province of 
psychology, the individual determines for 
himself the qualitative and quantitative na- 
ture of the stimulus. Both cognitive and 
emotional experience are integrated in the 
organism at this level. What an organism 
in each of the various psychiatric disease 
categories may think about the stimulus has 
been amply described in the psychological 
literature. How it reacts, the physiological 
counterpart of this cerebral adaptation, may 
be better understood from the following 
example : 

The stimulus of a radio, to select a com- 
mon object, can be perceived in each of 3 
different ways: (1) the radio playing dance 
music; (2) the radio announcing an immi- 
nent invasion from Mars; (3) the radio 
transmitting voices heard for the past 5 
years. In the first instance an individual 
recognizes the radio as an instrument for 
pleasurable activity. Beyond cortical percep- 
tion of the radio, no significant action in 
terms of stress occurs in the individual. 

A second individual hears the radio broad- 
cast news of an impending invasion from 
Mars. His initial perception of the danger 
initiates a momentary shock phase, which 
passes before it can be noted. The resistance 
stage, the prolonged countershock stage of 
the General Adaptation Syndrome, is at full 
phase by the time the individual is observed. 
In response the cortex has activated the hy- 
pothalamus and autonomic pathways. The 
release of epinephrine is followed by an in- 
crease in pulse rate, sweating, and peripheral 
vaso-constriction of vessels. Adrenal swell- 
ing occurs, and ACTH may be liberated. 
More importantly, the individual manifests 


anxiety by a strong desire to flee and a sense 
of approaching disaster; he has geared all 
his physiological mechanisms for escape. If 
this obvious adaptive response is thwarted, 
the individual remains in the acute state of 
resistance. Under this constant threat, which 
is reality for the individual, his resistance to 
stimuli other than the Martian danger is 
greatly lowered. The phenomena observed in 
such a situation are identical with those seen 
in so-called anxiety states. 

A third individual regards the radio as the 
transmitter of messages he has been per- 
sonally receiving for a prolonged period. He 
has been subjected to a continued, long-term, 
systematized, stressful stimulus. The cortex 
has activated the anterior pituitary, the hy- 
pothalamic and autonomic systems, the ad- 
renal cortex, and medulla, all of which have 
been operative in the cycles previously men- 
tioned as possible pathways. The individual 
has passed from the phase of resistance to 
the phase of exhaustion. From a physiologi- 
cal standpoint, the adrenal cortical mecha- 
nisms have been overused and are now ex- 
hausted. Aside from this, there is probably 
an additional qualitative change in the pro- 
duction of the adrenocortical hormones. The 
individual can no longer respond by the late 
ontogenetically and phylogenetically deter- 
mined patterns of anxiety and is left with 
only the more primitive forms of response, 
such as those seen in the lower animals. Very 
much as the snail avoids noxious stimuli, the 
individual withdraws from reality into his 
shell. The stimulus of the radio transmitting 
“him” messages and all stimuli of the organ- 
ism are unnoticed at this stage. The entire 
pattern is one common to psychotic disorder, 
which many investigators interpret as a dis- 
turbance of reality associated with a de- 
creased reaction to reality stimuli. A resort 
to more primitive and archaic patterns which 
are considered nonadaptive to reality seems 
to be at the core of what are termed 
psychoses. 

This threefold example, illustrates 2 im- 
portant hypotheses. The response of anxiety 
to stress is perceived as requiring flight and 
is not overwhelming in its demands on the 
organism. It is physiologically accompanied 
by the phenomena described in Selye’s resist- 
ance stage of adaptation. The second hypo- 
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thesis holds that the organism reacts to a 
prolonged or overwhelming stress by the ob- 
solete, primitive responses of withdrawal, 
which are physiologically paralleled by the 
phenomena observed in Selye’s stage of ex- 
haustion. The last stage, Selye adds, implies 
an exhaustion and qualitative alteration of 
adrenocortical functions. 

Factual data to support these hypotheses 
in relation to human beings are increasing. 
Jurko(5) and his associates carefully em- 
ployed the Rosensweig frustration test as a 
psychological stimulus to test 3 groups of 
individuals rated as normals, neurotics, and 
schizophrenics. Among other things, they 
measured palmar sweating as manifested by 
changes in skin resistance, blood pressure, 
pulse, and respiration. Their conclusions 
were: (1) neurotics mobilize energy in their 
response more slowly than normals; (2) re- 
covery to the prestress level is delayed in 
neurotics ; (3) neurotics utilize a quantita- 
tively greater response to a given stimulus 
than normals. 

These findings support the hypothesis that 
the neurotic individual in the grip of anxiety 
reacts to stress to a greater degree, but more 
slowly and in a more sustained manner than 
the normal individual. This is highly charac- 
teristic of the resistance stage of adaptation. 
The Galvanic skin test employed in the Jost 
study is an index which demonstrates this 
clearly. From an ontogenetic and phylo- 
genetic viewpoint as well, it should be noted 
that the neurotic response to stress is one at 
a very high level. 

The Jurko(5) investigation also reported 
that mobilization of energy in response to 
stress was delayed in the schizophrenic and 
that, like the neurotic, his recovery to the 
prestress level was retarded. Most signifi- 
cantly, the schizophrenic response was quali- 
tatively different from that of the neurotic. 
The former reacted physiologically to psy- 
chological stress by an increase in blood pres- 
sure, a greater internal response, rather than 
by an increase in palmar sweating as meas- 
ured in the latter. With this in mind, the 
investigators concluded that the response was 
more primitive and archaic. Obviously, this 
bears out the presumption of withdrawal as 
the expected response in the phase of 
exhaustion. 


Two main theories have emerged from the 
endocrinological approach to the psychoses. 
Pincus and Hoagland(6), who have con- 
tributed a great deal of the pertinent data, 
imply essentially that schizophrenic psychoses 
are characterized by an exhaustion of the 
adrenocortical functions. Their hypothesis 
is contradicted by the Sacklers’(7) conclu- 
sion that an overfunctioning of the adrenals 
causes most of the physiological and possibly 
some of the psychological phenomena ob- 
served in schizophrenia. Actually, the dif- 
ference may be more superficial than is im- 
mediately apparent. 

Overfunctioning of the adrenals may quali- 
tatively alter cortical hormone production. 
Most investigators agree that one measure 
of improvement in schizophrenia is an in- 
crease in 17-ketosteroid excretion, whether 
it be spontaneous or due to aay type of 
therapy. This would indicate that the ad- 
renals do not produce as much hormone while 
an individual’s psychosis is in exacerbation 
as during the stage in which he has strength- 
ened his physical and psychological forces 
involved in adaptation. Accordingly, it seems 
necessary to analyze qualitative as well as 
purely quantitative changes in adrenocortical 
function in psychotic disorders characterized 
by withdrawal. 

The importance of adrenocortical function 
in psychotic disorders cannot be overempha- 
sized. Although the literature on this subject 
is voluminous and growing, the possibilities 
for research are many. An experimental 
approach to psychological stress within the 
organic and theoretical frames of reference 
discussed may yield important results. Ex- 
haustive inquiry into these phenomena is 
almost certain to provide a great deal of 
knowledge to apply in the treatment of the 
psychological diseases of maladaptation. Only 
a few of the many possible points of investi- 
gation can be mentioned here. 

The first variable in the pathways of re- 
sponse (Fig. 1), is the organism’s perception 
of the stressful stimulus. This involves the 
field of psychology. Both Freud and his op- 
ponents have documented the nature of non- 
cognitive influences on the perception of 
stimuli. The particular problem has probably 
received as much study as any level of psy- 
chological integration. In terms of stress, 
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psychoanalytic therapy may be viewed as an 
attempt to desensitize the organism to the 
specific stress. Freud in his earlier writings 
felt that psychoses could not be treated with 
analytical methods because the therapist and 
psychotic would not establish a workable re- 
lationship. His experience supports the hy- 
pothesis that the organism has withdrawn 
beyond the point where contact through 
verbal methods can be employed to deal with 
a stressful stimulus. 

After the cerebral cortex has perceived the 
stimulus, the next level at which variation 
and integration appear to be involved is 
transmission to and activation of the pituitary 
gland. Both the pituitary and the amount 
of adrenocorticotropic hormone it produces 
under a given stress have been objects of ex- 
tensive investigation. At this level one obsta- 
cle yet to be overcome is to determine 
whether the ACTH produced by the pitui- 
tary is identical with the ACTH synthesized 
in the chemical laboratory. 

Neurophysiologists for many years have 
studied the exact pathways by which the 
pituitary system through the hypothalamus 
activates the autonomic and chromaffin sys- 
tems. Since the work of Cannon, autonomic 
unbalance in the psychiatric disorders has 
also been instensively investigated. However, 
these inquiries have not yielded as much in- 
formation, at least in terms of therapy, as 
originally hoped. Structural and functional 
differences in the hypothalamic and the auto- 
nomic system of individuals are, so far, 
virtually inaccessible variables in any attempt 
to examine the responses of these pathways 
to stressful stimuli. 

Many researchers have endeavored to 
study the pituitary-adrenal relationships out- 
lined briefly in this paper. At best their suc- 
cess has been minimal because of a serious 
handicap: too little is as yet known about 
the qualitative and quantitative functions of 
either the pituitary or the adrenal gland. As 
full knowledge as possible of each of these 
organs and its products must first be ob- 
tained. In the past, many indices of adrenal 
cortical function have been utilized, including 
lymphocyte counts, eosinophil counts, 17- 
ketosteroid excretion in urine, potassium and 
sodium metabolism, glucose metabolism, 
ascorbic acid levels, and blood lipid levels. 


None of these methods has been entirely 
satisfactory. The adrenal produces so many 
hormone fractions that measurement by any 
one method is only a rough index of the one 
fraction measured as in the instance of the 
mineral and gluco-corticoids. 

To some extent, however, physiological 
chemists have overcome the great difficulty 
in estimating adrenocortical functions. Say- 
ers and his co-workers have in recent years 
developed difficult but accurate measurements 
of the adrenocortical hormones in the blood 
as well as of the adrenocorticotropic hor- 
mones. Direct measurement of the adreno- 
cortical hormone production in the individual 
at any given time promises to reveal ex- 
tremely valuable information. When applied 
under various forms of psychological stress 
and psychiatric therapies, such techniques 
are almost certain to provide a deeper under- 
standing of psychoendocrinological problems. 
Current investigations are proceeding at this 
level and will probably continue to do so for 
several years. 

An untouched but nonetheless important 
area for experimentation and study is the 
brain as a target organ. Like all tissues of 
the body, the brain is affected by adrenocorti- 
cal hormones. The gluco-corticoids produced 
by the adrenal have a profound bearing on 
glucose metabolism, and the brain, it is 
known, metabolizes glucose as one of its main 
nutriments. The adrenocortical hormones 
and ACTH, recent papers prove, have a 
physiological and structural effect on brain 
tissue and metabolism. At the University of 
Missouri, Castor and associates(2), have 
shown that ingestion of cortisone and ACTH 
by rats results in the destruction and altera- 
tions of paraventricular nuclei in the hypo- 
thalamus. Such evidence strongly suggests 
that a study of the functional alterations and 
metabolism in the brain, as an end organ 
affected by adrenocortical hormones, is highly 
desirable. 

This conclusion is further supported by 
the changes in electroencephalograms, due 
to fluctuations in adrenocortical hormones, 
which were described many years ago. In 
fact, in the early days of treating Addison’s 
disease, Thorn and his associates used the 
EEG alterations in the frontal lobe as criteria 
for controlling the dosage of adrenocortical 
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hormones. At present, cerebral blood flow 
studies are being undertaken to determine 
whether any chemical alterations occur in 
individuals given prolonged high doses of 
cortisone and compound F. 

These are the levels of investigation to 
which the General Adaptation Syndrome 
should be applied as a general frame of 
reference. The writings of Selye(8), Cleg- 
horn(3), and Benda(1) prompt the view 
that some such new point of departure rather 
than the classical psychiatric entities would 
deepen and enrich future research. Again, a 
great deal has been done using physical rather 
than psychological stimuli as the factor of 
stress. The wider use of psychological stress 
and stimuli as in the Jurko experiments will 
undoubtedly yield better results. 

Future progress in the field requires the 
formulation of careful hypotheses based on 
the data already at hand. Much time and 
effort will be required to validate or disprove, 
step by step, each hypothesis and to establish 
new propositions for further investigation. 
On the other hand, there are no simple solu- 
tions to the great problems confronting psy- 
chiatry. It can only be hoped that the sug- 
gestions presented in this paper will lead at 


least to a greater insight into these problems. 
The General Adaptation Syndrome, advanced 
techniques in measuring adrenocortical hor- 
mone production, and the application of psy- 
chological stress and stimuli in psychoen- 
docrinological studies form still another base 
from which to attack the diseases of psycho- 
logical maladaptation. 
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NARCOANALYSIS AND CRIMINAL LAW * 
JOHN M. MACDONALD, M.D.,? Denver, Coto. 


The use of drugs in the examination of 
suspected criminals has aroused considerable 
controversy not only in the United States 
but also in other countries. A barbiturate 
drug, such as sodium amytal, is injected in- 
travenously for the purpose of inducing a 
state of mind in which the suspected criminal 
becomes more communicative. The lawyer 
as well as the physician would object to the 
use of drugs without the subject’s consent. 
Despres(1) points out that the compulsory 
use of drugs to obtain statements from sus- 
pected criminals would open tremendous pos- 
sibilities of oppression. 

On technically sufficient warrants, persons might 
be arrested and subjected to interrogation. Under 
the influence of drugs, their secrets, their wishes, 
their subconscious hostilities, would soon become 
police property and many private details better left 
hidden, could be used to embarrass or destroy the 
subject. The drugs could be used to explore the 
life and thoughts and wishes of anyone on whom 
the authorities choose to use them. Such a use 
would threaten everyone without exception, save 
those in ultimate control of political power. 


Fortunately, it is unlikely that the compul- 
sory use of drugs will ever be legalized in 
this country. 

Many lawyers raise no objection on legal 
grounds to the use of drugs in criminal 
investigation providing the suspect, under 
proper safeguards, willingly gives his con- 
sent for such an examination. A criminal 
confession made under the influence of drugs 
is inadmissable in evidence because of the 
rule against involuntary confessions. A con- 
fession so obtained may be of value in help- 
ing the police to obtain further evidence 
which might lead to the criminal’s conviction. 

Law enforcement agencies, no doubt at- 
tracted by the misleading term, “truth 
serum” (misleading as the drug used is not 
a serum and does not invariably lead to the 


1 Read in the Section on Legal Aspects of Psy- 
chiatry at the 110th annual meeting of the American 
Psychiatric Association, St. Louis, Mo., May 4-7, 
1954. 

2 Assistant Professor of Psychiatry, University 
of Colorado School of Medicine; Assistant Medical 
Director, Colorado Psychopathic Hospital, Denver. 


truth), not infrequently request physicians 
to administer drugs to suspected criminals. 
There is the danger in such practice that 
narcoanalysis might be substituted for the 
painstaking, time-consuming inquiries which 
form the basis of competent police investiga- 
tion. As Sir James Stephen(2) stated in 
1883, referring to a practice of police officers 
in India, “It is far pleasanter to sit comfort- 
ably in the shade rubbing red pepper into a 
poor devil’s eyes than to go about in the sun 
hunting up evidence.” Although occasional 
spectacular results in criminal investigation 
have been credited to narcoanalysis, it is very 
doubtful whether the technic has been of 
value in more than a few isolated but highly 
publicized cases. 

Physicians who administer sodium amytal 
to suspected criminals usually take no part 
in the interrogation and make no reference 
to possible criminal activities. The physician 
intervenes only for the purpose of control- 
ling administration of the drug. The police 
officers may adopt an aggressive method of 
interrogation in which every effort is made 
to trap the suspect in some inaccuracy of 
statement. Trick questions may be fired at 
the suspect in rapid succession. While this 
may be useful in routine police work it is 
unrewarding and to be deplored in narco- 
analysis. The highly suggestible state of the 
drugged person may give rise to false or 
misleading answers especially when the ques- 
tions are improperly phrased. In 1928 a 
murder suspect under the influence of drugs 
confessed to writing a ransom note, but later 
the real murderer was discovered and it 
“thus became unnecessary to exhaust the 
resources of medicine in an attempt to ex- 
tract a confession” (3). 

Inbau(4), professor of law at North- 
western University, who has had consider- 
able experience in observing or participating 
in “truth serum” tests, is of the opinion that 
such tests are occasionally effective on per- 
sons who, if they had been properly inter- 
rogated, would have disclosed the truth any- 
way. The person who is determined to lie 
will usually be able to continue the deception 
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even under the effects of the drug. On the 
other hand, the person who is likely to con- 
fess will probably do so as the result of skill- 
ful police interrogation and it will not be 
necessary to use drugs. 

Successful narcoanalysis is not dependent 
simply on injection of the correct amount of 
sodium amytal. It also requires skillful inter- 
viewing by a person trained in the technic. 
It is possible that a psychiatrist might be 
more successful than a police officer in ob- 
taining information from a suspected crimi- 
nal who is under the influence of drugs. 
There are serious objections on ethical 
grounds to such a practice. The diagnosis 
and treatment of mental disorder is properly 
the concern of the psychiatrist. He is not 
an amateur detective and should not partici- 
pate in purely criminal investigations. Great 
caution should be exercised even when the 
patient claims to suffer from a psychiatric 
symptom such as amnesia. 

The following is a case in point. 


A.B., a 29-year-old white man was arrested in 
Denver, while in possession of a stolen car. The 
trunk of the car was bloodstained and had an un- 
pleasant odor of decomposing flesh. The owner of 
the car had been missing from his home in Cali- 
fornia for some weeks and it was suspected that 
he had been murdered. A.B. claimed amnesia from 
the time he escaped from a California mental hos- 
pital 2 months previously, until he found himself 
in a Denver hospital for treatment of a bullet 
wound, received while trying to escape from the 
police. Prolonged questioning by the police failed 
to reveal any further information, although he made 
several untruthful statements. He agreed to narco- 
analysis and this was performed over a five-hour 
period during which 1.5 gms. of sodium amytal 
were injected. While under narcosis he described 
his escape from the hospital and his subsequent 
meeting with the missing man. One evening he 
left this man in the car while he went to buy some 
food. On his return he discovered the owner of 
the car with his head “bashed in.” He was fright- 
ened that he would be blamed as he had a criminal 
record. He drove to an isolated spot in New 
Mexico where he buried the body, which was later 
found in the location he had described. He dis- 
played little emotion and no remorse as he described 
these events. Indeed he was very self-possessed and 
he appeared almost to enjoy the examination. From 
time to time he would request that more amytal 
should be injected. In view of his previous un- 
truthfulness and his behavior while under narcosis 
it was considered that he was not suffering from 
a genuine amnesia. Incomplete psychiatric examina- 
tion suggested that he was a psychopathic per- 
sonality. He later confessed to the crime and 


entered a plea of insanity, which was subsequently 
rejected by the jury. 


Narcoanalysis performed by a psychiatrist 
sometimes provides the malingering criminal 
with an apparently honorable opportunity 
for divulging what he claims to have for- 
gotten. Such a “restoration of memory” 
under narcoanalysis may later form a basis, 
however unjustified, for an insanity plea. 
Thus the test may be used to circumvent 
justice. It is not the duty of a psychiatrist 
to aid the criminal in escaping his lawful 
responsibility for his criminal acts. 


NARCOANALYSIS AND THE INSANITY PLEA 


There would appear to be no ethical ob- 
jection to a psychiatrist performing a narco- 
analytic examination on a suspected criminal 
who has entered a plea of not guilty by 
reason of insanity providing: (1) the narco- 
analysis is an essential part of the psychiat- 
ric examination to determine the suspect’s 
sanity; (2) the consent of the suspect is 
obtained, preferably in writing ; (3) the sus- 
pect has an opportunity to consult his at- 
torney prior to the examination; (4) in- 
formation so obtained is not used in evidence 
at the trial to determine the suspect’s guilt 
or innocence of the alleged crime unless he 
or his attorney specifically requests otherwise. 

The psychiatrist conducting such examina- 

tion should endeavor to obtain the confidence 
of the suspected criminal. He may do this 
by adopting a friendly manner but he should 
be careful not to offer false promises of help 
or use other deceptions. The New York 
Court of Appeals(5) has rightly criticized 
the failure of one psychiatrist to observe an 
ethical attitude toward a prisoner he was 
examining. 
The psychiatrist calling himself the defendant’s 
doctor, playing upon the latter’s natural fears and 
hopes, pressing his hands upon the defendant’s head 
with accompanying commands and suggesting details 
to an unwilling mind by persistent and unceasing 
questioning ; informing the defendant that he was 
not morally responsible; making deceptive offers 
of friendship and numerous promises, expressed 
and implied; giving assurances in a pseudo-con- 
fidential atmosphere of physician and patient; and 
all the attendant circumstances taken together— 
this interview was a subtle intrusion upon the 
rights of the defendant and was tantamount to a 
form of coercion, which despite the good faith of 
the prosecutor, we may not countenance here. 
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It is the writer’s practice to introduce 
himself to the suspect as a psychiatrist ap- 
pointed by the court to examine and report 
on the suspect’s state of mind. The suspect 
is informed at the outset that the examina- 
tion is not confidential and that anything he 
says may later be revealed to the court. 
Information obtained will not however be 
used in evidence as to his innocence or guilt 
except on his own request. He is further 
advised that he is free at any time to consult 
his attorney. Written consent has been ob- 
tained from every case with one exception, 
a stuporous patient who was unable to com- 
municate. He did not resist narcoanalysis. 


INDICATIONS FOR NARCOANALYSIS 


There are 3 principal, but not absolute, 
indications for narcoanalysis which will re- 
quire further consideration: (1) to restore 
speech in mute patients; (2) to revive 
memory in cases of amnesia; (3) to facili- 
tate the expression of suppressed or re- 
pressed thoughts. 

The Restoration of Speech in Mute Pa- 
tients—Not all mute patients are insane. 
Mutism may be the result of hysteria, psy- 
chosis, epilepsy, organic brain disease, or 
malingering. Sometimes it is possible to 
make the correct diagnosis without resort 
to special technics. When this is not pos- 
sible, sodium amytal injections may tempo- 
rarily or permanently interrupt the mutism. 
The presence of delusional ideas may in this 
way be revealed and the patient’s thought 
content as revealed in his speech may lead 
to the correct diagnosis, as in the following 
case. 

C. D., a 29-year-old Mexican laborer was alleged 
to have shot and killed a man following an argu- 
ment in a dance hall. His attorney entered a plea 
of not guilty by reason of insanity. On admission 
to the hospital he appeared to be in a state of 
stupor. He would stand in the corridor facing the 
wall, or at other times would sit slumped in a chair 
with his head downcast, his eyes closed, and his 
hands stretched out on his knees. His facial expres- 
sion was vacant and he did not appear to take any 
interest in what was going on around him. He did 
not speak either spontaneously or in response to 
questions. He dressed himself but only after con- 
stantly repeated encouragement. He fed himself in 
a mechanical fashion and would stop eating when- 
ever anyone came near him, All his movements 
were carried out very slowly. He walked in a stiff, 
ungainly fashion almost as if he were a robot. 


When approached he would bury his face in his 
shirt and half turn away from the examiner. At- 
tempts at physical examination were resisted. The 
sheriff who accompanied him from jail to hospital 
was of the opinion he was malingering as he had 
interrupted his silence on occasion to make various 
requests for articles such as shaving materials. 
Shortly after injection of sodium amytal he opened 
his eyes and became more alert in his general ap- 
pearance. For the first time he appeared interested 
in his surroundings. His eyes soon filled with tears 
as in response to questions he gave an account of his 
past life. He said that he had been drinking but 
he could recall everything that had happened on 
the day of the alleged crime. There was no evidence 
of any hallucinations or delusions. His thought 
content suggested that he was suffering from a 
depressive stupor. At no time did he make any 
attempt to evade questions except in regard to his 
marital situation which had caused him much un- 
happiness. He was correctly oriented and knew how 
long he had been in the hospital. He misidentified 
a female hospital orderly as the wife of his victim. 
Within a few hours of the narcoanalysis he iapsed 
into stupor again. The narcoanalytic examination 
suggested, but not conclusively, that he was legally 
sane at the time of the alleged crime. There was 
no doubt that he was legally insane at the time of 
the examination and this was the verdict at a sub- 
sequent jury trial. Narcoanalysis served to dispel 
any suggestion that this man might be malingering. 


Revival of Lost Memories in Cases of 
Amnesia.—Narcoanalysis is frequently suc- 
cessful in the treatment of amnesia, but it 
should not be employed in every instance 
in which loss of memory is claimed. It is 
not infrequent for suspects who plead not 
guilty by reason of insanity to assert that 
they cannot recall anything that happened at 
the time of the alleged crime. Malingering 
may be the basis for the apparent loss of 
memory. It is important to distinguish be- 
tween genuine amnesia and malingering, as 
narcoanalysis is not likely to be of value and 
should not be employed in cases of malinger- 
ing. An assumed amnesia is often exposed 
by some chance remark or written statement 
of the accused, as, for example, in the 
following case. 


E. F., a 29-year-old white, married man pleaded 
not guilty to a charge of murder. He claimed that 
he could not remember anything that happened after 
he arrived at the scene of the crime. However, 
just prior to hospitalization he signed a police state- 
ment in which he gave a detailed description of 
everything that happened during the period covered 
by the “amnesia.” It was not considered that narco- 
analysis would be of any help in determining his 
sanity. He subsequently withdrew his insanity plea 
and pleaded guilty to manslaughter. 
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A patchy amnesia, in which remembered 
and forgotten events follow each other in- 
discriminately, is likely to occur in malinger- 
ing. However, a genuine amnesia may be 
contaminated as the result of constant ques- 
tioning and suggestive statements made to 
the accused following his arrest. Further- 
more a clear-cut amnesia which does not 
expand or contract from day to day may also 
be seen in malingering. 

Hysterical amnesia usually follows a se- 
vere psychic trauma. Emotional trauma is 
more likely to cause amnesia in first of- 
fenders, who have committed a crime by 
accident, or in anger, without planning and 
not for the purpose of financial gain. The 
repeated offender and the offender who com- 
mits a crime for financial gain is less likely 
to have a genuine amnesia. Whenever am- 
nesia is claimed by a suspect, very careful 
clinical examination is required to eliminate 
the possibility of malingering. 

Although a suspect may have a genuine 
amnesia for the alleged crime it does not fol- 
low that he was not aware of what he was 
doing during the period for which he later 
became amnesic. Narcoanalysis may here be 
of importance in determining whether or not 
he was legally sane at that time. Did he 
know what he was doing or did he know 
that he was doing wrong? These questions 
demand an answer which may be given by 
narcoanalysis. The case history below illus- 
trates this. 


G. H., a 30-year-old white man entered a plea of 
not guilty by reason of insanity in response to a 
charge of murder. Previously he had been dis- 
covered in his apartment unconscious with knife 
wounds in his throat and abdomen. His wife had 
been murdered, death resulting from a cut throat. 
G. H., on regaining consciousness in the hospital, 
told detectives that he could not recall what hap- 
pened after an epileptic attack during an argument 
with his wife. Psychiatric examination showed him 
to be a cooperative but somewhat apprehensive, 
rather dependent person of normal intelligence. He 
agreed to narcoanalysis and under the influence of 
sodium amytal his amnesia was resolved. He de- 
scribed the argument with his wife in which he 
declared his intention to divorce her and obtain 
custody of the children as his wife was neglecting 
them. His wife shouted that the boy was not his, 
but his brother’s child and the dispute became very 
heated. Suddenly his wife picked up a knife and 
stabbed him several times in the chest and abdomen. 
In the struggle he obtained the knife and attacked 
his wife. He recalled thinking that he was mortally 


wounded and that his wife would probably escape 
punishment for his death. He decided to cut his 
own throat as he was in severe pain and as he 
thought that he was dying anyway. The story was 
told with considerable release of emotion. Follow- 
ing the interview the amnesia returned. At the trial 
the psychiatric testimony, including the results of 
the narcoanalytic examination, was helpful in giving 
an account of the events on the night of the tragedy 
and revealed the extreme provocation. In giving 
evidence the psychiatrist stated frankly the unreli- 
ability of narcoanalysis. His opinion that the man 
was telling the truth was based on observation of 
the patient’s behavior under narcosis and on the 
total psychiatric examination. 


The patient’s behavior while under nar- 
cosis is important as the recollection of a 
traumatic event is accompanied by consider- 
able emotional distress. Th patient becomes 
anxious, restless, and may sweat profusely. 
G. H. who had a genuine amnesia showed 
considerable abreaction, whereas A. B. who 
was malingering showed no distress. Adatto 
(6) states that patients with amnesias, which 
are not feigned, grope for an answer and 
are upset by not being able to recall. The 
suspect with amnesia, who fears narcoan- 
alytic examination, may really fear revealing 
the truth. Sometimes, however, the con- 
fident malingerer relishes the prospect of 
narcoanalysis. 

The Facilitation of Expression of Sup- 
pressed or Repressed Thoughts—Those per- 
sons who are reluctant or unable to discuss 
certain subjects with the psychiatrist may 
become more communicative following the 
intravenous injection of sodium amytal. The 
severely retarded depressive patient may say 
only a few words on direct questioning and 
may be unable to reveal the thoughts that 
occupy his mind; yet under the influence of 
a hypnotic drug he may talk freely about 
suicidal and delusional ideas not previously 
disclosed. The sensitive, shy person who 
fears to reveal his innermost thoughts feels 
more relaxed and at ease while under the 
influence of the drug, and is thus helped to 
talk more freely. The paranoid patient may 
volunteer his ideas of reference and con- 
victions that he is being persecuted, as in 
the following case. 


I. J., a 19-year-old white male was arrested on a 
charge of robbery. Against his wishes, and at the 
request of his mother, an insanity plea was entered 
by his attorney. He resented being brought to the 
hospital for examination, and claimed there was 
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nothing wrong with his mind. He would give only 
the barest answers to questions, and it was clear 
that he was not cooperating fully. Shortly after his 
admission to the hospital he wrote a letter to the 
police confessing to several armed robberies. Ac- 
cording to his mother his character and behavior 
had changed in recent months. From a friendly, 
outgoing youth, he had changed to a morose, sullen, 
seclusive person. He had become less industrious 
in his work, and would spend hours at a time sitting 
alone in his room. Psychological tests were not 
helpful, as he made only a few responses on the 
Rorschach and Thematic Apperception Tests. 

Although the possibility of an early schizophrenic 
illness was suspected, it was not possible to obtain 
clear clinical evidence of psychosis. Under the in- 
fluence of the drug, paranoid ideas were expressed, 
and these delusions continued after the patient had 
recovered from the effects of narcoanalysis, and 
established the presence of a schizophrenic process. 
He also revealed that the letter to the police con- 
fessing to various crimes was a complete fabrica- 
tion, and was written in the hope that he would be 
transferred from the hospital to jail for further 
criminal investigation. He felt very ashamed of 
being in a psychopathic hospital, and his one wish 
was to be discharged back to jail to face trial. He 
had no realization that he was suffering from a 
mental disorder. Although schizophrenia was pre- 
viously suspected, it would have been impossible to 
convince a jury as to his insanity without the evi- 
dence obtained following the use of drugs. 


Persons under a criminal charge may re- 
sent psychiatric examination and maintain a 
reticent uncooperative attitude. Although 
the psychiatrist is an independent expert 
appointed by the court, the suspected crimi- 
nal often regards him as a state employee 
in the services of the district attorney. This 
misconception is not easily dispelled and may 
make it more difficult to establish rapport. 
Narcoanalysis is useful in breaking this bar- 
rier between the physician and the criminal 
suspect. Although narcoanalysis is helpful 
in establishing rapport, the technic has been 
criticized as being nothing more than a time- 
saving device. Similar results, it is claimed, 
can be obtained over a longer period by 
ordinary psychiatric methods. This is a valid 
criticism; however, the time available for 
psychiatric examination is often limited by 
the court to a short period, and the use of 
drugs in selected cases to help the patient 
participate in the psychiatric evaluation 
would therefore appear to have some justi- 
fication. Sodium amytal alone will not 
change the resentful patient’s attitude, and 
the physician should be friendly, yet scrupu- 
lously fair, if he is to achieve cooperation. 


Mepico-LEGAL ProBLEMS 


On those rare occasions when courts per- 
mit the results of narcoanalysis to be ad- 
mitted in evidence, the question arises as to 
the reliability of this technic. False informa- 
tion is frequently given by persons while 
under the influence of drugs. Gerson and 
Victoroff (7), examined, under sodium amy- 
tal narcosis, 17 soldiers proved guilty of 
antisocial behavior, who refused to acknowl- 
edge their misconduct. All 17 confessed but 
4 made false statements. One of the 4 con- 
fessed to a robbery in which he had not 
participated. Adatto(6) reported on the nar- 
coanalysis of 50 male criminal patients, all 
of whom had been determined legally insane. 
Three patients fabricated new stories while 
under narcosis. All 3 had been fabricating 
stories prior to narcoanalysis and merely con- 
tinued the same trend while under deep 
narcosis. Redlich and others(8), in an ex- 
perimental approach to the problem, set out 
to determine whether individuals could main- 
tain artificial lies in a sodium amytal inter- 
view. Jt was found that 3 of the 9 examined 
were able to continue the deception under 
sodium amytal. 

It is clear from these reports that narco- 
analysis is often unsuccessful in eliciting the 
truth. It should not therefore be used as a 
test for determining the truthfulness of a 
statement previously made to the police. 
When the legal problem is one of innocence 
or guilt, the psychiatrist, on ethical grounds 
should refuse to perform narcoanalysis. 
Narcoanalysis should not be used to obtain 
confessions from suspects. If it has been 
employed the defense or prosecuting attorney 
may attempt to introduce the results in 
evidence. 

How is the court to assess the reliability 
of such evidence? It is not easy to formulate 
criteria for assessing the reliability of the 
narcoanalytic examination and each case 
will have to be considered individually. 
Nevertheless some general conclusions may 
be drawn. In general the person who gives 
false information prior to the test is likely 
to give false information while under nar- 
cosis. His deceptions may or may not be 
revealed by the use of drugs. The test would 
therefore be of very doubtful value with 
malingerers, untruthful, and evasive persons, 
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particularly psychopaths who are so often 
involved in criminal proceedings. 

The test is more likely to be of value in 
releasing repressed material than in eliciting 
that which is consciously suppressed. The 
technic therefore is more likely to be reliable 
in genuine amnesia than in malingered 
amnesia. 

When the medico-legal problem is one of 
determining the suspect’s sanity narcoanaly- 
sis should be employed only when indicated. 
Again the technic is unlikely to be of value 
with the malingerer and the untruthful psy- 
chopathic offender. As narcoanalysis is fre- 
quently unreliable in poorly selected cases, 
and as the courts are reluctant to accept the 
results in evidence, a conservative attitude 
is recommended. The writer has performed 
narcoanalysis in less than 4% of suspects ex- 
amined for the District Courts of Colorado. 

Even after careful psychiatric examina- 
tion and observation of the patient’s behavior 
under narcosis, it may not be possible to give 
a confident opinion of the truth or otherwise, 
of his disclosures under the influence of 
drugs. The courts would be wise therefore 
to continue their present critical attitude 
toward narcoanalysis. 


SUMMARY 


Criminal suspects, while under the influ- 
ence of barbiturate drugs, may deliberately 
withhold information, persist in giving un- 
truthful answers, or falsely confess to crimes 
they have not committed. Narcoanalysis is 
of doubtful value when used for the purpose 
of obtaining confessions to crimes. For ethi- 
cal reasons the psychiatrist is advised against 


performing narcoanalysis when the exami- 
nation is requested as an aid to criminal 
investigation. 

Narcoanalysis is sometimes of value in the 
psychiatric examination of criminal suspects 
who have entered a plea of insanity. _Informa- 
tion so obtained should not be used as evi- 
dence in determining the innocence or guilt 
of the accused person, unless it is with his 
consent and his attorney’s approval. Indica- 
tions and contraindications for narcoanalysis 
are described, as well as some criteria for 
evaluating the reliability of the individual 
examination. 
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TECHNIQUES IN THE VOCATIONAL REHABILITATION OF 
CHRONICALLY UNEMPLOYED PSYCHIATRIC PATIENTS * 


IAN STEVENSON, M.D.,2 ann THAIS MORRIS FISHER, M.S. 
New Organs, La. 


INTRODUCTION 


Recent advances in psychiatric therapy 
have made increasing numbers of patients 
potentially employable. Many recovering pa- 
tients need vocational rehabilitation to com- 
plete and fortify their recoveries. A recent 
survey showed that “approximately 80% of 
a group of psychiatric clinic patients [pre- 
sented] vocational rehabilitation problems 
which were either coincident with or a result 
of their emotional problems”(1). Other 
studies have also demonstrated the need for 
services to aid vocational rehabilitation in 
psychiatric patients(2, 3). Yet this service 
has not been advanced as much as in other 
types of patients. Although outnumbering 
all other types, psychiatric patients constitute 
fewer than 10% of the clients of State Voca- 
tional Rehabilitation Departments (2, 4). 

Continued idleness and unemployment fre- 
quently delay final recovery. These circum- 
stances bring an inevitable loss of self-esteem 
in our society which values economic inde- 
pendence highly. Such a loss of self-esteem 
increases the tendency to cling to residual 
symptoms; continuing symptoms block em- 
ployment and so prolong the lowered self- 
esteem in a vicious circle. In such an impasse 
the answer might seem to be further psycho- 
therapy along traditional lines. However, the 
authors decided instead to break into the 
circle by a direct approach to the problem of 
unemployment. 

This report describes such a direct ap- 
proach used in the vocational rehabilitation 
of 25 chronically unemployed psychiatric pa- 
tients. These patients were seen separately 
but collaboratively by a psychiatrist and a 
psychiatric social worker. Since 20 of them 


1 Presented in part at the National Conference 
of Social Work, Cleveland, Ohio, June 1953. 

2 From the Department of Neuropsychiatry, Lou- 
isiana State University, School of Medicine, New 
Orleans, Louisiana. 

3 Now Program supervisor of Psychiatric Social 
Work, Clinical Center, National Institutes of Men- 
tal Health, Bethesda, Md. 


returned to work and have remained at work, 
it is hoped that the study will help to dispel 
some of the frequently expressed pessimism 
concerning the feasibility of rehabilitation of 
chronic psychiatric patients. 

The phrase “chronically unemployed” sig- 
nifies not so much duration or frequency of 
unemployment as an attitude of unemploya- 
bility which the patients had adopted. Actu- 
ally, all but one were unemployed when first 
seen and the majority had been unemployed 
for several years. Several were included who 
had had little unemployment, but had had 
either frequent changes of jobs or a focus- 
sing of psychological difficulties around prob- 
lems of work so that they could be called 
“chronically unemployed.” 


SUBJECTS 


The subjects were all patients of the wards 
and clinics of the Psychiatric Service at 
Charity Hospital, New Orleans, conducted 
by the Louisiana State University School of 
Medicine. Medical care in this institution is 
free and available only to those of the lower 
income brackets. Most of the patients were 
psychoneurotic ; two were psychotic. There 
were 13 males and 12 females. Nine were 
white and 16 Negro. Their ages ranged from 
26 to 53 with a median of 41 years. The du- 
ration of well-defined psychiatric illness 
ranged from less than one year to 15 years 
with a median of 2 years. In addition to the 
psychiatric disability, 6 patients had moderate 
or severe physical disorders. All were unem- 
ployed at the time they were first inter- 
viewed. The duration of unemployment 
ranged from 6 months to 15 years with a 
median duration of 3 years. Twenty were 
receiving assistance from the Department of 
Public Welfare. In almost all cases search 
for employment had ceased and the patients 
considered themselves permanently and to- 
tally disabled. (A summary of the chief data 
of the patients is given in Tables 1 and 2.) 
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VOCATIONAL REHABILITATION OF UNEMPLOYED PSYCHIATRIC PATIENTS 


[ Oct. 


FACTORS LEADING TO CHRONIC UNEMPLOY- 
MENT 


The social and economic backgrounds and 
the personal histories of these patients con- 
tained the usual stresses found in other com- 
parable groups. Nothing in their histories 
seemed specifically related to the chronic un- 
employment. Excessive dependency was a 
prominent feature in all, but not necessarily 
more so than in other psychiatric patients. 
However, excessive dependency was clearly 
a major obstacle blocking return to employ- 
ment. 

A large number were handicapped by a 
lack of skilled training and education (see 
Table 1). Most of the patients had not com- 
pleted grade school and almost none had spe- 
cial skills. It cannot be stated that they were 
any more handicapped than other persons in 
whom the problem of unemployment does 
not arise. However, they almost invariably 
used their deficiencies of education and 
training to rationalize the hopelessness of 
their outlook. Such deficiencies did pose a 
real problem in addition to the psychological 
issues arising therefrom. It is natural that 
the uneducated and unskilled should be 
among the last to be employed from the pool 
of labor. Nevertheless, since most of these 
patients returned to work, such handicaps are 
evidently not insuperable. 

The circumstances of leaving employment 
deserve brief mention. In 7 cases employ- 
ment was terminated because of physical ac- 
cidents or injuries at work. In 4 others psy- 
chologically traumatic experiences at work 
(e.g., demotions) precipitated unemploy- 
ment. In 5 cases unemployment started in 
relation to personal problems not connected 
with employment. In 9 cases the beginning 
of unemployment was directly related to the 
onset of physical or emotional illness of dis- 
abling severity. 

One other noteworthy feature of this 
group was their social isolation. For the 
most part they were remarkably lacking in 
desirable family support or outside friend- 
ships. Five had no immediate relatives in 
the city. Eleven were widowed, separated, 
or divorced. Five were involved in important 
marital conflicts. The families of 7 patients 
adopted negative or overtly hostile attitudes 
which reduced the patients’ self-esteem and 


delayed recovery. All these circumstances 
decreased the motivation for employment. 
The significance of the attitudes of members 
of a patient’s family toward his rehabilitation 
has been recently stressed by Stringham(5). 


METHOD 


All patients were given thorough physical 
examinations, supplemented by any further 
examinations or tests necessary. 

Many initially had misapprehensions con- 
cerning real or phantasied physical ailments. 
Sometimes these anxieties were warranted 
because no one had previously explained the 
nature of their physical symptoms to them. 
This neglect contributed to the continued un- 
employment in several cases. One thought 
his anxiety attacks implied disabling heart 
disease ; another thought the severity of her 
diabetes precluded work ; another thought she 
had a brain tumor ; another did have flat feet 
and needed arch supports. All these com- 
plaints were thoroughly exposed and dealt 
with either by careful explanation and reas- 
surance or by indicated physical treatment. 

The patients all received psychotherapy in 
the outpatient department of the hospital. A 
number of them had been inpatients during 
periods of more severe disturbance and a 
few had received electroshock therapy. The 
psychotherapy was largely supportive and 
encouraged the patient to ventilate, and of- 
fered explanations and reassurance. Inter- 
pretation and uncovering techniques were a 
minor part of therapy. 

The procedure for attempting vocational 
rehabilitation varied at first from case to 
case. In the end the following method was 
found to be the most satisfactory and is the 
one recommended for future use. 

The subject of a return to work was first 
broached by the psychiatrist whenever he 
judged the patient sufficiently improved. His 
opinion on this matter rarely coincided with 
that of the patient who almost invariably felt 
that the doctor was pushing him too fast. 
The psychiatrist pointed out how much the 
patient had improved, spoke of his skills and 
intelligence, and hence his potential employa- 
bility, and held up to him his past work rec- 
ord as proof of his capacity. As the inter- 
views proceeded the discussion was rather 
deliberately, but not too obtrusively, fo- 
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cussed on the remaining obstacles to a return 
to work, although this topic was not allowed 
to supersede the other psychotherapeutic is- 
sues. When the discussion of work evoked 
anxiety, hostility, or an exacerbation of 
symptoms, these reactions were discussed in 
the therapy. 

After several interviews in which the topic 
of employment had been discussed, the psy- 
chiatrist suggested to the patient a referral 
to the social worker for help with the prob- 
lem of employment. Most of the patients ac- 
cepted this opportunity rather greedily. It is 
unlikely that any felt he could not refuse. 
More probably the patients welcomed the 
chance to discuss their problems with another 
person who, as they hoped, would be more 
understanding than the therapist who pro- 
posed returning to work. 

The psychiatric social worker almost im- 
mediately took up the problem of job place- 
ment as the natural purpose of her discus- 
sions with the patient. At the same time, 
however, she also provided adequate oppor- 
tunity for the full ventilation of all griev- 
ances including any against the first therapist. 
She thus became a second therapist. She 
adopted an entirely supportive role through- 
out and sided with the patient on all issues 
except the necessity for a return to work. 
Towards this matter she adopted a firm, al- 
though still sympathetic attitude. 

Efforts at job placement occupied a rela- 
tively small amount of the social worker’s 
time. Although she looked for opportunities 
and often made preliminary enquiries about 
jobs, she seemed to be most helpful in offer- 
ing support, advice, and the opportunity of 
discussing the suitability of different jobs 
which the patient was considering. She made, 
when indicated, referrals to other agencies 
such as the Vocational Rehabilitation Divi- 
sion of the Department of Education (in 5 
cases) or the State Employment Service (in 
7 cases). These agencies were sometimes ma- 
terially helpful in the patients’ rehabilitation 

The therapists (especially the social 
worker) spent some of their time interview- 
ing patients’ families and attempting to mod- 
ify obstructive attitudes or to enlist the help 
of the families. 

Occasionally money was advanced to the 
patients for various needs, usually small 


items such as carfare to permit keeping of 
appointments. However, money was ad- 
vanced for larger necessities also such as a 
telephone in order that a small carpentry 
business could be opened. Although this 
money symbolized the therapists’ interest in 
the patients, it was also of immediate and 
sometimes essential practical importance in 
rehabilitation. 

In the next phase the psychiatrist adopted 
a somewhat firmer attitude with regard to a 
return to work. In 14 cases in which welfare 
assistance seemed to be promoting excessive 
dependency and delaying employment and 
recovery, the therapist announced gently but 
firmly that he would not be able to recom- 
mend continuing welfare assistance after a 
certain period. A date 2 or 3 months ahead 
was usually mentioned. Arrangements were 
then made with the Department of Public 
Welfare to terminate the patient’s grant at 
this time. 

With this development the patient con- 
tinued with the psychiatric social worker in 
a somewhat more intensive relationship. The 
social worker became more “motherly” and 
supportive. She made herself useful in va- 
rious ways, often surveying possible oppor- 
tunities for employment, or arranging for a 
patient to obtain necessary articles of cloth- 
ing or equipment, lack of which had osten- 
sibly delayed employment. This cornbination 
of authoritative firmness and maternal sup- 
port (from 2 different therapists) usually re- 
sulted in the patient’s turning to serious ef- 
forts to find employment. He often took the 
initiative himself and found a job or ac- 
cepted one which was found for him. Dur- 
ing this final phase the social worker in- 
creased the frequency of her interviews with 
the patient and made herself readily available 
for telephone calls. In fact, she had gradu- 
ally become the principal therapist because 
the psychiatrist had already indicated that 
the patient was well enough to return to 
work and hence frequent clinic visits were 
no longer necessary. 

The patients often regressed somewhat be- 
fore they made the decisive move to return 
to work. They frequently showed a height- 
ened dependency during the weeks immedi- 
ately preceding the decision and the actual 
start of work. This was reflected in requests 
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for more frequent interviews, more frequent 
telephone calls or various demands for fa- 
vors and symbolic gifts from the social 
worker. In this respect they resembled chil- 
dren who show a need for increased support 
at moments of challenge and growth. The 
social worker, without otherwise encourag- 
ing these demands, endeavored to meet them 
whenever possible. 

Once the patient had reached a decision to 
return to work he usually had the desire and 
initiative to find his own job. Thirteen of 
the 20 patients who returned to work did so. 
Of these, 2 quit jobs which were found for 
them and obtained better ones. 

When a patient returned to work, both 
psychiatrist and social worker saw him when 
possible and praised him for his accomplish- 
ment. Further support was then arranged as 
indicated by the patient’s condition and was 
usually given by the social worker with the 
psychiatrist available for occasional inter- 
views or consultations. 

The patients were usually seen once a 
week at first. Later, as the climax of re- 
employment became imminent, many were 
seen twice a week, once each by the psychi- 
atrist and the social worker. The total num- 
ber of interviews (of both therapists) be- 
tween a decision to focus on the problem of 
employment and a return to work varied 
from 4 to 30 with a median of Io. 


RESULTS 


Of the 25 cases in which rehabilitation was 
attempted, 20 may be considered successes 
(see Table 2). Nineteen of these had been 
unemployed at the time of the study and 
have since been steadily at work for periods 
ranging from 6 months to 3 years. The other 
patient is now in a job that is more satisfy- 
ing to him and has remained with it for a 
longer time than any previous period of 
steady employment. 

Of the 20 rehabilitated patients, 13 are 
continuing employment without help from 
the clinic, while 7 still receive some assist- 
ance, usually in the form of occasional inter- 
views or telephone calls. 

Sixteen of these patients were receiving 
assistance from the Department of Public 
Welfare during their illness. They received 
an average monthly grant of $54.00. Follow- 


ing rehabilitation they made an average 
monthly wage of $132.00. These 16 patients 
together cost the state $10,920 annually. 
Now they earn $22,076 annually. Some of 
this income returns to the state in taxes so 
that the over-all gain to the state is consider- 
ably more than its outlay. Apart from this, 
the rehabilitated patients have all improved 
their own standards of living and opportuni- 
ties for the enjoyment of life. 

The advantages of rehabilitating these 20 
patients were shared by those economically 
dependent upon them. Counting these per- 
sons (spouses, children, and other dependent 
relatives), 75 were benefitted economically. 

Although the economic advantages of re- 
habilitation are obvious, there are other less 
calculable but even more significant improve- 
ments in the patients’ mental states following 
their return to work. Clinic interviews and 
follow-up letters show almost without excep- 
tion a greatly heightened morale. There was 
often some improvement in mental state be- 
fore a return to work apparently due to the 
contagious confidence of the therapists in the 
patients’ abilities and employability. Some of 
the patients continue to have symptoms, but 
these are less disturbing than previously. Of 
18 patients about whom recent follow-up in- 
formation has been obtained, 14 reported 
having no symptoms whatever. 

This consistent improvement in mental 
state following a return to employment in- 
dicated a therapeutic effect from this change. 
It thus offered some support for the theoreti- 
cal assumption of this study, namely, that 
many patients are unable to recover com- 
pletely because their self-esteem is constantly 
depressed by the realization of their eco- 
nomic dependency on others. The improved 
standard of living from higher incomes also 
contributed to the better morale of the 
patients. 


DISCUSSION 


Analysis of Failures and Obstacles to Suc- 
cess.—The most serious obstacle to a return 
to employment was, as mentioned previously, 
the attitude of total disability which the pa- 
tients had themselves adopted. Perhaps this 
is another way of saying that the psychiatric 
illness itself blocked employment and that no 
patient could be rehabilitated until his illness 


F 
“eet 
< 
“bd 
4 
4 
: 
all ? 
Pes. 


1954] 


I. STEVENSON AND T. M. FISHER 


297 


had improved sufficiently. However, this 
does not mean that a patient must be com- 
pletely well before returning to work. Indeed 
a number of our patients were rather de- 
liberately pressed into work when they still 
had flourishing symptoms and insisted that 
they were not ready to work. Nevertheless 
some improvement must occur in the funda- 
mental disturbance before employment can 
be considered or obtained. 

Two of our failures resulted from conspic- 
uous neglect of this rule by the psychiatrist. 
In these cases his enthusiasm led him to make 
an issue of employment too early in therapy 
and before adequately dealing with the pa- 
tient’s primary problems. Both patients broke 
off therapy and neither of them returned to 
work on his own. The other 3 failures seemed 
to arise not so much from strategic errors 
by the therapists as from a continuance or 
recurrence of disabling illness. The previ- 
ously mentioned lack of supportive family 
relationships also proved a major obstacle. 

Factors not Related to Success.—In agree- 
ment with the experience of other workers 
in this field(3, 6) the authors found that 
such factors as age, diagnostic category, du- 
ration of unemployment, and duration of ill- 
ness were not significant or consistent ob- 
stacles to employment. For example, one of 
our rehabilitated patients had been unem- 
ployed for 15 years and 2 for 9 years. Even 
considerable physical illness did not seem to 
be so great an obstacle as the concomitant 
psychiatric disturbance: among the group 
who returned to work are one person with 
severe diabetes, 2 with moderate to severe 
hypertension, one with arrested tuberculosis, 
and one with mild Parkinsonism. The fear 
of physical illness and misinformation about 
existing disabilities were more handicapping 
than physical illness itself. 

Factors Important or Essential for Suc- 
cess.—Certain factors were significantly im- 
portant or essential. Not all were essential 
in every case, but each was often decisive in 
the outcome of individual cases. Considerable 
importance was attached to the need for 
thorough physical examinations and under- 
standing of the physical symptoms before 
the subject of employment was broached. 
Apart from the intrinsic wisdom of such 
procedures, careful attention to these matters 


heightened the patients’ confidence in the 
therapists and made the later work easier. 

Adequate working through of the primary 
psychological problems and deliberate focus- 
sing of discussion on the topic of employment 
were important factors. The latter emphasis 
involved no unnaturalness in therapy because, 
as already mentioned, the problems of eco- 
nomic dependency and feelings of inferiority 
lie close together. 

Possibly some previous psychotherapeutic 
endeavors with these patients had not suc- 
ceeded because insufficient emphasis had been 
y'aced on the problem of becoming self- 
supporting. The isolation of this major prob- 
lem from therapy may delay or prevent the 
only step that will restore self-esteem ade- 
quately to permit full recovery. 

Generous support and reassurance during 
the period of return to work must be given. 
The passage from the initially resistant and 
hostile attitude to the more accepting one was 
largely the result of the generous support 
offered by the social worker. Reassuring 
physical examinations and explanations and 
psychotherapeutic interviews are insufficient 
to prepare the patient for employment. These 
measures must be supplemented by much 
support. It seems that the patients can go 
through the stress and make a new adapta- 
tion if they have someone in whom they can 
confide, upon whom they can rely, and from 
whom they can derive encouragement. In 
offering support and in trying to increase a 
patient’s seif-esteem, the social worker often 
became the surrogate of the patient’s absent 
or unhelpful family. 

Deliberate increase of economic pressure 
is often conducive to success. In 14 cases 
arrangements were made for termination of 
the welfare grants before employment. When 
the livelihood of a whole family is at stake, 
the termination of economic assistance may 
seem to be a rather drastic step. Done hap- 
hazardly, it is indeed not only drastic, but 
heartless. On the other hand this method is 
one reliable way of increasing motivation. 
Sometimes the welfare grant (because of a 
large family) approaches or even exceeds the 
earning power of an unskilled person, In 
these circumstances it is not surprising if 
motivation to return to work is low. In such 
cases and in some others in which this 


2 

a 

i 2 

¢ 
: 


208 


VOCATIONAL REHABILITATION OF UNEMPLOYED PSYCHIATRIC PATIENTS 


[Oct 


seemed to offer a chance to increase motiva- 
tion, termination of the welfare grant was ar- 
ranged. This was never done, however, with- 
out making available to the patient the other 
means of help mentioned above. The date of 
termination was usually set several months 
ahead. This definite step, unaccompanied by 
measures of explanation and support, would 
have merely resulted in an exacerbation of 
symptoms. However, applied in the context 
described, the measure was apparently deci- 
sive in promoting a return to work by certain 
patients in whom the other methods alone 
had not succeeded. 


An outstanding example, by no means isolated, 

was that of a woman who had been offered sup- 
portive psychotherapy with orientation towards a 
return to work for 18 months without success. 
Finally, with full explanations, termination of her 
welfare grant was arranged. Almost immediately 
she returned to work and has continued working 
since. 
With a man who had been unemployed for 5 
years, little progress was made until termination 
of his welfare grant was arranged. As the deadline 
of termination approached, psychotherapeutic dis- 
cussion continued while the patient protested that 
he was unable to work because of his symptoms— 
psychoneurosis with neurasthenic features. Finally 
within a few weeks of termination of his grant he 
returned to work. 


Since planned termination of public assist- 
ance was decisive in motivating a return to 
work by some of the patients, the authors re- 
vised their criteria for recommending public 
assistance. In the cases of 2 patients with 
markedly excessive dependency, public as- 
sistance was not recommended, even on a 
temporary basis, in the belief that this would 
delay rehabilitation. Both of these patients 
were later rehabilitated. 

Despite the favorable influence of termi- 
nating public assistance in some cases, it is 
noteworthy that, in others, patients had not 
returned to work even though they had been 
removed from public assistance prior to their 
contact with the authors. This again shows 
that in order to be effective, such withdrawal 
of public assistance must be part of a whole 
program of rehabilitation and not an iso- 
lated measure. 

Selection of jobs appropriate to the patient 
is important. The therapists considered care- 
fully the suitability of every available job for 
each patient. While in general these patients’ 


employment problems transcended the speci- 
fications of particular jobs, often tension was 
reduced and employment became feasible 
when a job fitting the psychological needs of 
the patient was found. Such selection of 
work was sometimes made unconsciously by 
the patient himself ; at other times the thera- 
pists guided the patient towards the selection 
of a job suitable for him. In a number of 
instances rehabilitation seemed to depend on 
the discovery of such a job. 


An elderly diabetic lady entered a period of 
several years of depression, unemployment, and 
dependency on welfare aid when her job as house- 
keeper and companion to a family was terminated. 
After a long period of preparation she was appar- 
ently psychologically ready for employment. She 
then turned down a number of opportunities which 
arose. Finally a job was found for her as a linen- 
keeper in a large store. In this position she had 
considerable contact with other employees who 
brought their troubles to her. This job, to some 
extent, reduplicated her other one and was corre- 
spondingly satisfying. 


A patient with hysteria and a markedly immature, 
dependent personality was placed in a job where the 
employer was exceedingly supportive and praiseful. 
The patient accepted this work but some months 
later left to take another job with higher pay and 
an employer with an almost identical personality, 
who was equally generous in his praise of her. Her 
work record at both companies has been excellent. 


Another patient who had marked tension when 
working under the scrutiny of his employers in 
offices did much better when he found a job as a 
wholesale agent which required his being with 
many different people during the day. 

An anxious tense Negro woman was made more 
tense as a night maid in a funeral home, but has 
remained happy for 2 years working as a domestic 
servant for a very permissive, kindly employer. 


A 56-year-old male mulatto, who was unemployed 
for 13 years, could not accept work as a common 
laborer with other Negroes. He has made an ex- 
cellent work record for himself, however, as a 
janitor in a church where the congregation of well- 
to-do white people praised his efforts and increased 
his salary from $100 to $150 within 3 months. 


Since all of the foregoing measures have 
been frequently applied by other workers to 
these problems, there remains the possibility 
that some other factor has contributed to the 
success of this study. This success may lie 
chiefly in the continuous personal relation- 
ships which the therapists maintained with 
these patients. Most of the patients had been 
previously treated by many different thera- 
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pists in the clinics of the hospital. In this 
study they were often provided with the first 
opportunity ever afforded them of talking in 
an extended series of interviews with the 
same persons. And this talking was not fo- 
cussed only on early life stresses, maladap- 
tive interpersonal behavior, and the other 
usual topics of psychotherapeutic interviews. 
The therapists were eager to listen to details 
of current life situations and to help with the 
many practical details of job placement. The 
therapists belief in the patients’ basic healthi- 
ness, their confidence in the patients’ abilities 
to succeed, and their enthusiasm and opti- 
mism about rehabilitation were conveyed to 
the patients and increased self-confidence. It 
was frequently possible to see a gradual 
modification in a patient’s attitude towards 
himself. He abandoned thinking of himself 
as a sick, helpless, and unemployable patient 
and came to consider himself as a responsible 
citizen who had come for specialized help 
with a particular problem. 

As part of their personal and continuing 
relationships with the patients, the therapists 
tried to coordinate the activities of all per- 
sons concerned, sometimes working with the 
patients’ families to overcome pessimistic at- 
titudes. Occasionally individual members of 
other agencies (e.g., the Department of Pub- 
lic Welfare or the Division of Vocational 
Rehabilitation of the Department of Educa- 
tion), were sceptical of a patient’s ability to 
work. The therapists endeavored to achieve 
full understanding with these agencies so 
that a consistent policy could be adopted by 
all persons helping the patient. 

In contrast to the usual procedure of dis- 
charging clinic patients as soon as they are 
well, the therapists continued to be available 
and interested in hearing from the patients 
after they had returned to work and were 
well. Many terminated therapy themselves 
after returning to work, others apparently 
remain at work because of the continuing 
interests of the therapists. In some instances 
the returning to and remaining at work were 
at least partially motivated by a wish to 
please one or both of the therapists. 


CoNcCLUSION 


This study demonstrates the feasibility of 
vocational rehabilitation in chronically un- 


employed psychiatric patients. Provided the 
patient is given adequate support, he may 
also be exposed to considerable personal and 
economic pressure designed to increase moti- 
vation for return to work. When a patient 
does return to work there is usually a 
marked further improvement or complete 
disappearance of symptoms. This can be at- 
tributed to the increased income accompany- 
ing employment and the increased self-esteem 
accompanying economic independence. Only 
a small amount of time is required to achieve 
vocational rehabilitation by the method out- 
lined. The final therapeutic results seem to 
be greater than when the same time is spent 
upon more traditional psychotherapy not es- 
pecially focussed on the problem of employ- 
ment. 


SUMMARY 


1. An approach to the vocational rehabili- 
tation of chronically unemployed psychiatric 
patients is described, consisting of a collabo- 
rative effort between a psychiatrist and a 
social worker. 

2. Twenty of 25 patients returned to work 
and have remained working steadily for 6 
months or longer. The average number of 
interviews before a return to work was 10; 
thus no great expenditure of time was 
involved. 

3. Diagnostic category, age, duration of 
illness, and duration of unemployment did 
not influence the results. Lack of education 
and training, excessive dependency, and lack 
of supportive family relationships were 
handicaps, but not insuperable obstacles to 
rehabilitation. 

4. Significant techniques and factors in 
successful cases were: 

(a) Preliminary clarification of the pa- 
tient’s physical condition with appropriate 
treatment or reassurance and explanations. 

(b) Adequate working through of the 
primary psychological problems. 

(c) Deliberate focussing of discussions on 
the topic of employment. 

(d) Generous support and reassurance 
from the social worker during the period of 
return to work. 

(e) Increase of economic pressure by 
planned termination of public assistance. 


wee 
= 
4 
gh 
Me 
| 
te 


300 


VOCATIONAL REHABILITATION OF UNEMPLOYED PSYCHIATRIC PATIENTS 


[Oct. 


(f) Attention to selection of jobs suita- 
ble to the patients’ psychologicai needs. 

(g) Continuous therapist-patient relation- 
ships. 
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CORRESPON DENCE 


Editor, AMERICAN JOURNAL OF PsyCHIATRY : 


Str: During the month of June, 1954, 
there was a rash of releases in the daily press 
and magazines quoting ethical men on the 
merits of Serpasil ; this, before they had time 
for a published statement in a professional 
journal. This letter is prompted by pathetic 
experiences of people coming to the hospital 
begging for treatment of their relatives with 
the “miracle drug.” Patients interested in 
news articles are offering themselves for ex- 
perimentation. The tragedy of well-meaning 
relatives reaching for a last ray of hope at 
an expense they can ill afford is readily 
imaginable. Inquiries have been made about 
the advisability of taking chronic, incurable 
patients (in the present state of our knowl- 
edge) to California for treatment. Relatives 
further east than Nevada may have their 
hopes kindled for a tragic journey across the 
continent. This sort of thing has happened 
from premature publicity for “cancer cures” ; 
the horror of mental illness is no less ter- 
rifying in the public mind. We should be 
the last to contribute to such an eventuality. 

The effectiveness of the drug, as judged 
from the substantial clinical trial and exten- 
sive study at Rockland State Hospital, re- 
ported by Dr. Nathan S. Kline as a part of 
a symposium published April, 1954, in the 
Annals of the New York Academy of Sci- 
ence, does not warrant statements made in 
the popular press by the doctors from Cali- 
fornia. Even Dr. Kline seems overoptimis- 
tic in the light of the statistical results. 
Without the observations on blood pressure 
and pulse, the article would have little left 
to merit publication on “Use in Neuropsychi- 
atric Conditions.” 

Those who can recall the experience with 
Benzedrine should feel apprehensive about 
the recent publicity for Serpasil. We should 
be mindful not to impose upon the public 
false hopes of cures for mental illness. 
Available information indicates that the ac- 
tion of the drug may produce social prob- 
lems if not restricted to use under closest 
supervision. Reduction of inhibitions in a 


quieted person can be equally embarrassing, 
if not dangerous. This is one of the effects 
observed by Dr. Kline. 

The manufacturers of the drug have pub- 
lished the claim that the product is likely to 
supersede the use of electric shock and hypo- 
glycemic therapy. They apparently rely upon 
the statements of the California physicians, 
ignoring the fact that the statements were 
made during an address to “research inves- 
tigators” of the pharmaceutical companies. 
Some of the statements credited to the doc- 
tors are: 


Serpasil is the most wonderful thing I have seen in 
25 years of working on mental disease.—Every type 
of mental illness can be helped, even some of the 
mentally retarded.—If these good results keep up, 
thousands of institutionalized mental patients will be 
able to return to their homes, families and jobs.— 
The drug provides a far more rational approach to 
the chronic and acutely disturbed patients than any 
other method we have used to date. 


We have already had some experience with 
the drug in question, and incidently, also with 
Chloropromazine Hydrochloride (Thora- 
zine) and found that one is about as effective 
as the other in particular cases. The latter 
seems to have the advantage of being less 
disturbing to the blood pressure. A letter, 
under the heading of “Correspondence” in 
the A.M.A. Journal of June 26, 1954, cites 
an experience with Serpasil which should 
make the statements from the California 
physicians better left unsaid. The quotations 
do no credit to the profession or the source. 
They are like the proverbial straw to a 
drowning man. Justification of the claims 
would still not excuse the impatience for 
publicity which should subserve to approved 
practices for scientific publications. 
Sipney J. M.D., 
Reno, Nevada. 


Editor, AMERICAN JOURNAL OF PsyCHIATRY : 


Str: Under “Correspondence” in the 
June 1954 number of the Journat, Dr. Wal- 
ter Bromberg suggests a formula by which 
a psychiatrist may testify about the “ac- 
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countability” of the accused without getting 
involved in the M’Naghten Rules. He sug- 
gests that the question be phrased, 

“To what degree has mental disease rendered the 
defendant unaccountable or less than totally ac- 
countable before the law for a crime?” In simpler 
words, which no jury could misunderstand, the 
question might read, “In your opinion does this de- 
fendant have sufficient mental disease or mental dis- 
turbance to make him unaccountable for his crime?” 


Either question, as a question, has its ad- 
vantages over other questions which might 
be put, though it is obvious that the two 
questions are not identical. To ask me how 
much money I have is one question; to ask 
me whether I have money enough is quite 
another. Suppose the first question is put 
and the expert answers “10 per cent—or 20 
or 30 per cent.” 

It is easy to imagine what the opposing 
attorney—a prosecutor, for instance—will 
do to that reply on cross-examination. 

If the second question is put and the 
answer is “Yes,” that is legally equivalent to 
stating that the defendant is “insane.” How- 
ever, this does not necessarily indicate that 
he will be found “not guilty” even if the ex- 
perts agree that he is “legally insane.” 

In a recent case, for instance, the state’s 
experts admitted that when a crime was com- 
mitted the prisoner was suffering from 
schizophrenia—that he was “insane.” Yet 
they insisted that he was “responsible” since 
he knew (they claimed) that the act was 
wrong. 

I believe the second question has value, as 
a question intended to invite a certain type of 


response. It is unlikely, however, that either 
a “Yes” or “No” answer will settle anything. 
The cross-examination will follow and the 
witness will soon be back on the merry-go- 
round again. 
D. P. Grirrin, M.D., 
Bridgeport, Conn. 


Editor, AMERICAN JOURNAL OF PsyCHIATRY : 


Sir: Dr. Daniel P. Griffin’s note raises 
the question of the value of suggestions made 
by Dr. Cleckley and myself, concerning a 
test put to an expert witness, which would 
avoid the M’Naghten Rule. He indicates 
that unaccountability for a crime in a men- 
tally ill person (insane) is not equivalent to 
lack of guilt for a crime because of insanity. 

Our contention was that guilt is not a 
problem for psychiatrists, but the degree of 
illness making for accountability does belong 
in the psychiatric area. 

Our proposal, I find, has been closely mir- 
rored in a suggestion by the Royal Commis- 
sion on Capital Punishment,’ namely : 


That a preferable amendment of the law would be 
to abrogate the Rules and to leave the jury to de- 
termine whether at the time of the act the accused 
was suffering from disease of the mind (or mental 
deficiency) to such a degree that he ought not to 
be held responsible. 
WALTER BroMBeERG, M.D., 
Sacramento, Calif. 


1 Quoted from Report No. 26, May 1954, Crimi- 
nal Responsibility and Psychiatric Expert Testi- 
mony, Group for the Advancement of Psychiatry, 
Page 7. 
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OFFICIAL REPORTS 


FINANCES AND AMERICAN PSYCHIATRIC ASSOCIATION 
ACTIVITIES 


At the direction of the Executive Commit- 
tee an interim financial report is herewith 
made to the membership. It was felt advisa- 
ble to do this because many activities of the 
Association will reach fruition this year, and 
the expenses incident to their implementa- 
tion will reflect in the financial affairs of the 
Association. While Association activities 
have expanded tremendously in all direc- 
tions, the income has also increased so that 
the Association remains in a reasonably good 
financial condition. During the life of the 
Budget Committee and of Howard Potter as 
Treasurer, the financial affairs of the Asso- 
ciation have been placed under budgetary 
control so that the membership can see the 
basis of the expenditures and also the source 
of income. The budget at present is approxi- 
mately one-half million dollars per year. The 
members will undoubtedly recall that as the 
activities of the Association expanded and 
as the cost of printing the Journal monthly 
was met, during the years 1948-1949 and 
1949-1950 a large deficit was incurred, or 
more correctly speaking, the Association 
spent $39,150 from the reserve during those 
2 years. For the following 3 years our in- 
come exceeded the expenses to a modest de- 
gree and the reserve was increased to 
$90,800. During the budget year just past, 
the Association’s expenditures exceeded in- 
come to the extent of $1,750, and it became 
necessary to draw from the reserve for this 
amount. 

The budget adopted, as effective April 1, 
1954, to March 31, 1955, for the operation 
of the affairs of the Association, authorized 
expenditures exceeding expected income by 
$1,227. Since that time Council has appro- 
priated an additional $500 for the expense 
of the Assembly. Certainly this, one of the 
most democratic innovations in the history 
of the Association, deserves ample support. 
This makes the total authorized expenditures 
for the Assembly during the current year 


only $2,000. Council also authorized $2,000 
to defray the expense of further meetings 
with the Clinical Psychologists’ Group and 
$1,000 for meetings of the C.I.B. with 
other bodies, with a goal of finding addi- 
tional financiel support for the C.I.B. 

The Treasurer was authorized to advance 
$5,000 from the reserves of the Association 
to the Building Fund. The members should 
understand that if the drive of the Building 
Fund Committee succeeds, this sum will be 
returned to the reserves of the Association. 
This may not be during the current budget 
year and may show as a decrease in the re- 
serves for this year, but will be offset by a 
similar increase the following year. The 
Treasurer was also authorized to make avail- 
able an additional $2,500 for an option on 
the property in Washington, if it became 
available. This, too, will be returned to the 
reserve from the Building Fund. Council 
authorized additional help in Dr. Blain’s 
office for further study of legislation in the 
states dealing with the Acts defining the na- 
ture of psychotherapy. The total cost of this 
operation cannot be estimated at this time, 
but our immediate expenditures will be 
$1,500 spread over the next several months. 

The operation of the C.I.B. is a problem 
that the members should know about. The 
full operation of the C.I.B. for a year would 
cost approximately $90,000. At present it 
is operating at about half capacity with an 
estimated expenditure of $45,600 for the 
year. The C.I.B. has approximately $45,000 
in contracts, completed or to be completed. 
It is not possible to predict at this time when 
the work will be done or their accounts paid, 
but the cost of operating continues, and the 
account shows a deficit of $9,427.72 on 
August 1 (4 months). Council has post- 
poned decision until September, but at that 
time some policy decision must be made as to 
the future of the C.I.B. At the moment the 
deficit in this account is greater than that 
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in any other, and the Association cannot in- 
definitely support it without sharply curtail- 
ing other activities of the Association. 

At the beginning of this budget year our 
reserve was $89,000. Council has authorized 
expenditures of $13,727 plus the deficit of 
the C.I.B., which may be $15,000 if con- 
tinued throughout the year. Of this use of 


$28,000 from the reserve, $7,500 will be re- 
turned from the Building Fund. If Council 
authorizes no further expenditures, the As- 
sociation will thus need to spend about 
$20,500 from the reserve fund for the cur- 
rent budget year. 
Jack R. Ewatt, M.D., 
Treasurer 


THE SCIENTIFIC ATTITUDE 


The history of science shows that any science becomes stagnant when those who work 
within it become complacent about the particular way they have compartmentalized the 
subject matter of their discipline. When this complacency occurs, problems are artificially 
restricted, important variables that might upset the nice scientific structure so created are 
consciously or unconsciously eliminated. In this sense, real scientific pursuit involves the 
breaking down and revamping of our up-to-the-now formulations. Scientific progress thus 
requires much more than merely ‘adding to’ existing knowledge. 


—Haptey 
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Just 110 years ago this month, 13 physi- 
cians, superintendents of either public or 
private institutions for the care of the men- 
tally sick, met in Philadelphia to found the 
organization later to become known as The 
American Psychiatric Association. This ac- 
tion was one expression of the cumulative 
effect of an increasing humanitarianism that 
found expression in significant social move- 
ments. One expression of this humanitarian- 
ism was the movement to provide proper 
asylums for the mentally disabled. The origi- 
nal objective of the 13 men who met on this 
significant occasion was to improve the or- 
ganization and administration of the rapidly 
increasing number of institutions of this 
nature and thereby improve the care of the 
mentally ill. 

Since that meeting the membership of the 
organization has grown from 13 to over 
8,000. It is of course an exaggeration to 
say that there has been a comparable growth 
in objectives, services, and interests of the 
Association, yet the scope of its activities has 
extended immeasurably. Through its many 
committees, boards, and commissions, the 
Association touches almost every aspect of 
the most pervasive branch of medicine. In 
his presidential address in 1925, Dr. William 
A. White recommended that The American 
Psychiatric Association should arrange to 
function throughout the year and not only 
for the 3 days of its annual meeting. Not 
until 8 years later, however, did the Asso- 
ciation employ a full-time person. Today 
there are 24 such persons engaged in a wide 
variety of activities. 

In 1948 Council created a Committee on 
a Permanent Home for the Association. 
This Committee, comprised of 8 Past Presi- 
dents (Dr. Karl A. Bowman, Chairman ; Dr. 
Earl D. Bond, Dr. William C. Sandy, Dr. 
Edward A. Strecker, Dr. George H. Steven- 
son, Dr. Winfred Overholser, Dr. George 
S. Stevenson, and Dr. John C. Whitehorn), 
devoted 5 years to a study of the rapidly 
expanding needs of the Association, its 
probable future growth in membership and 


activities, and the part it seemed destined to 
play in psychiatry. As this Committee, the 
members of which had been intimately ac- 
quainted with the affairs of the Association 
for many years, foreseeingly studied the 
situation, it became apparent that there 
should be a permanent central office owned 
by the Association. This recommendation 
was submitted to Council at its meeting in 
New York, October 31, 1953. This meeting 
was attended by many representatives of 
District Branch and Affiliate Societies as well 
as by the Speaker of the Assembly. The 
question of purchase of a building for a Cen- 
tral Office and its location was discussed by 
all present. It was plainly the wish of those 
representing the general membership that 
the Association should purchase a suitable 
building and that it be located in Washing- 
ton. Council, therefore, unanimously voted 
to that effect. Later the matter of a purchase 
of a permanent office and the site of its loca- 
tion was referred to the members by mail 
ballot. By this vote the members approved 
the purchase of a home and authorized Coun- 
cil to raise funds for the purchase of a suit- 
able building in Washington not to cost 
more than $150,000. An Ad Hoc Commit- 
tee on Negotiations for Purchase of Cen- 
tral Headquarters, comprised of 5 members, 
residents of Washington, was created by 
Council. This Committee consisted of Dr. 
Winfred Overholser, Chairman; Henry A. 
Davidson, Henry P. Laughlin, Zigmond M. 
Lebensohn, and Robert T. Morse, assisted 
by Honorable Warren Magee, legal counsel 
of the A. P. A. The Committee inspected 
many properties and finally, at 1704 18th 
Street, N. W., found a building that seemed 
ideal in location, size, and architectural at- 
tractiveness. After rather prolonged negotia- 
tions an option was secured for its purchase 
at $120,000, a price considered by persons 
familiar with the values of Washington real 
estate to be a very advantageous one. While 
actual conveyance of the property cannot be 
made until permission will have been secured 
from the Zoning Commission of the District 
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of Columbia for use of the building for office 
purposes, no difficulty in securing this is 
expected. 

Following the vote of the membership that 
a building for a Central Office be purchased 
in Washington, it became necessary that a 
committee be selected to raise the funds 
necessary for its purchase. Many factors at 
once led Council to select Dr. William B. 
Terhune as chairman of this committee. He 
had just completed a term as member of the 
Council, to which the Constitution does not 
permit immediate re-election. As Councillor 
Dr. Terhune had shown particular interest 
in the subject of a permanent central office 
as well as a comprehensive knowledge of 
matters to be taken into consideration in se- 
lecting a building and in financing its pur- 
chase. Since it was the wish both of Dr. 
Terhune and of the Executive Committee 
that the Assembly of the District Branches 
should be an important participant in the 
work of the Building Fund Committee, Dr. 
Addison M. Duval, Vice-Speaker of the As- 
sembly, was requested to serve as Vice-Chair- 
man. Members of the Association from 
every state and from Canada, insofar as pos- 
sible members also of District Branches, 
were appointed to Dr. Terhune’s and Dr. 
Duval’s Committee. The June issue of the 
News Letter contained an announcement 
that this Committee would “move into high 
gear” in September. It will, I am sure, be 
gratifying to you all to learn that, prompted 
by this information but even more by their 
loyalty to the Association, a surprisingly 
large number of members at once forwarded 
generous contributions to the Committee. 
The percentage of donors who joined the 
“Century Club” was unexpectedly large and 
in the opinion of the Committee is proof uf 
a conviction on part of the membership that 
a building is necessary not only for the 
carrying on of the rapidly growing activities 
of the Association but also as both tangible 
and symbolic evidence of the fact that the 
place of the Association is one of “stature 
and dignity.” Prompted by the same needs 
and motives several other professional or- 
ganizations have in recent years purchased 


permanent headquarters in Washington. An 
apposite instance of this was the purchase, 
financed by its members, of an unusually at- 
tractive and well-located building by the 
American Psychological Association. 

You have already received from the Build- 
ing Fund Committee a leaflet describing the 
activities of the Association which have made 
larger headquarters necessary, the expected 
financial advantages to be secured by owning 
rather than renting quarters, and some of the 
intangible advantages to the Association in 
ownership of a central headquarters aestheti- 
cally pleasing in appearance. 

You will notice that the leaflet contains a 
list of members of the Building Fund Com- 
mittee. As they are all busy people they will 
doubtless be appreciative if contributions are 
made without personal soiicitation. In spite 
of the remarkable growth of the Association 
since the war, the Committee and the offi- 
cers of the A. P. A. believe that we are still 
closely enough knit to have a sense of family 
responsibility for the success of the plan you 
have voted to be undertaken. As already in- 
dicated it is the plan of the Committee that 
the fall meetings of the District Branches 
be devoted to a large degree to a presenta- 
tion of the work of the Association, the ex- 
tent of which, it has been found, has not 
been realized by many members. It is hoped 
that every member will attend a District 
Branch meeting, a meeting of an Affiliate 
Society, or other occasion when the activities 
and services of the Association will be de- 
scribed. Incidentally it may be added that a 
special committee on which the Affiliate So- 
cieties are widely represented is now study- 
ing measures whereby those Societies may 
be more effectively integrated with the Asso- 
ciation and have a larger role in its affairs. 

You will be constantly informed concern- 
ing the progress in raising the fund which 
by your authorization you commissioned 
Council to secure. With your cooperation 
the successful completion of this commission 
will be the outstanding achievement of the 
Association year. 


ArtuHur P. Noyes, M.D. 
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THE FIFTH INTERNATIONAL CONGRESS ON MENTAL HEALTH 


The Fifth International Congress was held 
at the University of Toronto August 14-21, 
1954, with a registration of over 2000, rep- 
resenting 54 countries and territories. In 
view of the wide scope of the discussions and 
papers, only a brief enumeration of the 
highlights is possible at present; a fuller 
account must await the publication of the 
Proceedings. 

The general topic of the Congress was 
Mental Health in Public Affairs—a timely 
one, as well as highly inclusive! During the 
week preceding the opening session on Au- 
gust 14, four Research Symposia, each with 
25 or 30 selected participants, considered 
such topics as Problems of Partnership in 
Mental Health and Public Health, Mental 
Health and Child Development, Individual 
Mental Health and Human Relations, and 
Alcoholism ; the results of these discussions 
were presented later in the technical sections. 
During the Congress, 5 technical sections 
considered the general topics of Areas of 
Partnership in Public and Mental Health, 
the Mental Health of Children and Youth, 
Mental Health in Governmental Activities, 
Community Partnership in Mental Health, 
and Professional Advances in Mental 
Health. In addition, there were 3 somewhat 
more informal round tables (Mental Health 
and Education, Parent Education, and the 
Role of the Volunteer in Mental Health). 
Reports of these activities were made at the 
concluding Plenary Sessions. 

The Plenary Sessions, held in the great 
Convocation Hall of the University, were, 
like all the other sessions of the Congress, 
crowded. Among the outstanding addresses 
were those by Sir Geoffrey Vickers, V.C., 
on Mental Health and Spiritual Values; 
Professor H. C. Riimke of Utrecht, the re- 
tiring President of the World Federation for 
Mental Health, on Solved and Unsolved 
Problems in Mental Health; Professor Wil- 
liam Malamud of Boston on Research Find- 
ings of Importance to Mental Health ; Dr. G. 
R. Hargreaves, of the W.H.O. on Mental 
Health and Public Health; the Honorable 
William E. Bosberg, Danish Ambassador to 
the United Nations, on Man and His Sci- 
ences ; Dr. G. Brock Chisholm, former Direc- 
tor General of the W.H.O. on Some Mental 
Health Frontiers that need attention; Dean 
A. H. El Koussy of Cairo, on Mental Health 
in Education in a Changing World; and 


Mrs. Eleanor Roosevelt on the Individual 
Citizen’s Responsibility in Mental Health. In 
addition, 3 papers were presented by mem- 
bers of the six-man delegation from the 
U.S.S.R.; the content of their presentations 
was summarized by a witty headline writer 
in one of the local papers in the pithy words 
“Claims Little Reds in the Pink.” 

The meetings were held in buildings on 
the campus of the University, and many of 
the delegates were housed in student dormi- 
tories, and the headquarters were located in 
the splendid student centre, Hart House. 
Thus there was close social contact among 
the delegates, with resulting additional inter- 
change of ideas. On one of the early evenings 
of the Congress, small groups of delegates 
were entertained at supper parties by local 
residents, adding much to mutual acquaint- 
ance. There was one afternoon trip to Ni- 
agara Falls, and two evening parties were 
held at Hart House. Torontonian hospitality 
at its best was displayed on all sides. 

The annual meeting of the World Federa- 
tion for Mental Health was held. Dr. Frank 
Fremont-Smith of New York was installed 
as President. The President-Elect is Pro- 
fessor Niilo Makii, of Helsinki. 

Two “firsts” took place in conjunction 
with the Congress—the First International 
Institute on Child Psychiatry, with about 
600 in attendance, and the First International 
Congress on Group Psychotherapy, with a 
registration of about 300. 

It is expected that the principal formal ad- 
dresses will be published in various journals 
of wide distribution, rather than in the Pro- 
ceedings. There will, however, be a formal 
publication containing a full report of the 
rest of the proceedings of the Congress. 

The facilities for translation, the rooms 
for meetings and for showing of films, for 
communication—even the weather, were ex- 
cellent. The organizing committee, under the 
chairmanship of Dr. Clarence M. Hincks, 
performed their arduous duties valiantly and 
efficiently. Even though comparisons are 
said to be invidious, especial mention should 
be made of the effective work of Professor 
William E. Line, who organized an outstand- 
ing program. The Congress marks an im- 
portant milestone in the progress of the men- 
tal health movement. 


WINFRED OvERHOLSER, M. D. 
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PUBLICITY AND SCIENTIFIC RESEARCH 


In August of last year a bevy of special 
correspondents and reporters were called to 
Indiana where prior to publication they were 
granted the privilege of reading the page 
proof of the report of Dr. Kinsey and his 
associates on “The Sexual Behavior in the 
Human Female.” Kinsey had previously 
published The Sexual Behavior in the Hu- 
man Male, of which more than 200,000 
copies were eagerly bought by an inquisitive 
public. It is questionable whether even a 
small percentage of these purchasers more 
than thumbed the book. They received a 
heavy tome containing numerous statistical 
tables, graphs, and charts, but little to ap- 
pease the appetite of their erotic curiosity. 

The new book on the female, like its prede- 
cessor on the male, was written by members 
of the staff of Indiana University and sup- 
ported by the National Research Council, 
with Rockefeller Foundation funds. Be- 
cause of this the book held a valid claim to 
be considered as a scientific contribution on 
a topic of great importance to psychologists, 
social scientists, and especially to psycho- 
analysts. The second volume, experiencing 
the fate of volume one, has been adversely 
criticized by scholars in special fields, as to 
both the methodology, which was identical 
in both instances, and the conclusions and 
inferences which Kinsey drew from his 
material. 

Of course, Kinsey’s investigations in this 
field are not new but his questionable direct 
interview method, and the number of per- 
sons involved in his survey, and the “volun- 
teers” who gave the information are unique. 
However, this writer is not particularly con- 
cerned with the trustworthiness ot Dr. Kin- 
sey’s profuse data, nor the fallacious infer- 
ences he has drawn therefrom; but he is 
astonished at the manner in which Kinsey 
allowed his second volume to be presented 
through the popular press to the public at 
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large, rather than through channels custom- 
arily used for the examination and evalua- 
tion of scientific research. This work, spon- 
sored by scientific bodies, presumably should 
have fallen in the category of science. 

However, instead of submitting his find- 
ings to those best fitted to judge them, they 
were first presented to reporters and special 
feature writers who spread the great dis- 
coveries in national weeklies and the daily 
press. From this source came the critiques 
of novelists, editors, clergymen, lawyers, and 
columnists. Certain publishers, other than 
those responsible for the report, eager to 
capitalize on the wide advertisement of the 
book, rushed to print collections of contribu- 
tions on the topic under such titles as “The 
Sex Life of the American Woman and the 
Kinsey Report.” These were usually a trifle 
more lurid than Kinsey’s report but often 
inaccurate and misleading. Soberly consid- 
ered reviews by physicians, particularly psy- 
chiatrists, to whom the opportunity to esti- 
mate the work was finally given, came only 
later when the pros and cons of the survey 
had been thrashed out by groups completely 
unqualified to pass judgment. Actually, only 
physicians, especially psychiatrists, are in a 
position to know what is likely to be near 
the truth in the matter of sexual behavior, 
and such knowledge may not be revealed to 
them until the person has been under treat- 
ment for many months. 

Apparently this report will not terminate 
Kinsey’s absorption with problems of sex. 
Possibly the next report, should one appear, 
might logically be entitled “The Sexual 
Behavior of the Human American Her- 
maphrodite,” but it is hoped that it will first 
be presented to persons truly competent to 
evaluate it, and not to the opinion of county 
prosecutors and the like. 
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PERSPECTIVE IN PSYCHIATRY 


Because of numerous gaps in our knowl- 
edge, psychiatry is today an immature and 
uncertain science. We have a few, albeit an 
ever-increasing number of established facts, 
yet reluctantly we must admit that our pres- 
ent understanding of the forces that moti- 
vate human behavior is very incomplete. 
Consequently, it is imperative that we re- 
tain a broad perspective and not permit our 
early training or later associations to formu- 
late unilateral or restricted points of view. 
Psychiatrists must have a wide horizon and 
a persistent recognition of the truth that 
many important elements contribute to man’s 
feelings, thoughts, and actions. 

My remarks are particularly directed to- 
ward the tendency, currently frequent, to use 
the word dynamics inaccurately. If one has 
followed the psychiatric literature in recent 
years he cannot escape the conclusion that 
many authors use the word dynamics syn- 
onymously with the word psychodynamics. 
This is an unfortunate and limited construc- 
tion of a term which means much more. Dy- 
namics signifies those forces that motivate, 
psychodynamics being only one of the ener- 
gies that influence psychological processes. 
Others must be included: genetic or chro- 
mosome factors might be termed genetody- 
namic; constitutional or bodily elements, 
constitutiodynamic; chemical or endocrine 
substances chemodynamic ; and social or en- 
vironmental agents sociodynamic. Surely it 
can be said with accuracy that each of these 
contributes to man’s behavior. And perhaps 
other mechanisms unknown today may be 
demonstrated to be important dynamisms 
tomorrow. Further, it would seem probable 
that psychic function is not merely the sum- 


mation of several dynamisms but rather the 
result of a complex interaction of them all, 
a process with which we are presently 
unfamiliar. 

Even admitting that words are nothing but 
semantic devices and unimportant in them- 
selves, let us not forget that words express 
thoughts and attitudes. It follows that words 
should be used both correctly and worthily 
if ideas are to be accurately set forth. All 
too often when new terms occur in psychi- 
atric writing they are repeated frequently 
and carelessly until they lose their original 
meaning. Dynamics and psychodynamics, 
which now seem to be used interchangeably, 
are examples. Furthermore, new terms are 
justified only if they give a new meaning or 
a more precise meaning than do those in 
common use. Thus, expressions such as 
chemodynamics or sociodynamics say noth- 
ing more than do the familiar terms chemi- 
cal factors or social factors. Accordingly, it 
is not suggested that these words be added 
to an already overburdened psychiatric no- 
menclature. They merely represent a rhetori- 
cal method of clarifying the definition of 
dynamics. 

Finally, and more importantly, there 
would seem to be no doubt that psychiatry 
must doggedly adhere to a holistic perspec- 
tive if it is to achieve its destiny. Only in 
this way can all of the facets of man’s nature 
ultimately be brought into view. In the fur- 
therance of this objective it is to be faith- 
fully remembered that dynamics are dy- 
namics—plural, multiple forces—and not 
just the psychological energies that activate 
man. 

FRANKLIN S. DuBors, M. D. 


GERIATRICS 


The science of geriatrics which in recent years has been receiving long-overdue attention 
is not a new thing although some of the methods of treatment and study are new. In 1866 
Charcot inaugurated a course of lectures and demonstrations in geriatrics at the Salpé- 
triére. These lectures were published soon afterward under the title Legons Cliniques sur 
les Maladies des Veillards et les Maladies Chroniques. The book was illustrated and a 
second revised edition was brought out in 1874. 
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NEWS AND NOTES 


VINCENZO CHIARUGI.—An excellent and 
timely survey of the medical career and par- 
ticularly the psychiatric work of this great 
Italian of the second half of the eighteenth 
and early nineteenth centuries by Dr. George 
Mora will be found in the Bulletin of the 
Isaac Ray Medical Library of Butler Hos- 
pital for April 1954. 

Chiarugi, although less well remembered 
than the others, was one of the triumvirate 
of European reformers who initiated the 
humanitarian epoch in the care of the insane, 
the other two being Pinel and Tuke. 

Dr. Mora has rendered valuable service by 
presenting a detailed outline of Chiarugi’s 
Della Pazzia (Medical Treatise on Insanity) 
which was published in 3 volumes in Flor- 
ence, 1793-94. As no English version of this 
work exists, Dr. Mora has translated many 
important passages for us and includes also 
8 of the 100 clinical case reports with which 
the author illustrates his text. 

Mora closes his study with a critical evalu- 
ation of Chiarugi’s work and his place in the 
history of psychiatry and in relation to his 
time and his contemporaries. Here is a wel- 
come addition to our historic literature. 


MENTAL HEALTH IN THE NETHERLANDS. 
—Dr. A. Querido, Professor of Social Medi- 
cine, Director of Public Health of the City 
of Amsterdam, and President of the Na- 
tional Federation for Mental Health in the 
Netherlands, has prepared a small, illustrated 
booklet, giving the historical development 
of the National Federation and a compre- 
hensive statement of its organization, facili- 
ties, and services. Maps are included, giving 
the location of psychiatric hospitals, outdoor 
clinics, and guidance centers. The Dutch 
Federation will gladly send a copy of the 
booklet to anyone interested; the address: 
National Federation for Mental Health, 
Prinsengracht 717, Amsterdam C, Holland. 


Dr. OvERHOLSER Recetves Awarp.—The 
United States Department of Health, Edu- 
cation, and Welfare, in April of this year, 
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bestowed the Distinguished Service Award 
Gold Medal upon Dr. Winfred Overholser, 
Superintendent of St. Elizabeths Hospital, 
Washington, D. C. and Professor of Psychi- 
atry, George Washington University School 
of Medicine. This award, the highest honor 
within the gift of the Department, was spe- 
cifically “in recognition of his outstanding 
contributions to humanity in the field of 
mental health.” 

St. Elizabeths Hospital, which will cele- 
brate its centenary in 1955, has remained 
outside of partisan politics throughout the 
hundred years of its existence, and the recent 
action of the Federal Department in making 
the award is a gratifying reaffirmation of the 
position, independent of politics, of this great 
institution, over which Dr. Overholser has 
presided since 1937. 


Conosa.—The narcotic snuff, cohoba, 
used by West Indian witch doctors at the 
time of Columbus, has recently for the first 
time been subjected to chemical research by 
scientists at the National Heart Institute of 
the Public Health Service, U. S. Department 
of Health, Education, and Welfare. 

Dr. Verner L. Stromberg reports in the 
Journal of the American Chemical Society 
that the active agent of cohoba is a com- 
pound called bufotenine. 

Cohoba, a variety of narcotic snuff made 
from the seeds of the Mimosa-like tree, 
Piptadenia peregrina, was described in the 
very first ethnological work on the new 
world, an account written in 1496 by Ramon 
Pane, who accompanied Columbus on his 
second voyage. Although the fruit of Pipta- 
dena peregrina had been reported by many 
explorers and botanists as highly narcotic, 
it had never been studied chemically or thera- 
peutically, and the source of its intoxicating 
properties remained unknown. 

The Heart Institute scientists isolated the 
bufotenine in 1954. The seeds were secured 
through the Agricultural Research Service 
from Las Mesas, Puerto Rico. Because the 
substance has a temporary effect upon the 
mind, it is now under study in the National 
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Institute of Mental Health, while other 
Heart Institute laboratories are exploring 
how mechanisms important in heart and 
blood vessel function are affected by this and 
similar chemicals. 


SoUTHERN PsycHIATRIC ASSOCIATION.— 
The annual meeting of the Association is 
held this year in the Brown Hotel, Louis- 
ville, Ky., October 3-5. 

President John D. Trawick of Louisville 
and his program committee have arranged 
an outstanding scientific program and the 
prospects are for full attendance. 

Secretary Joseph L. Knapp reports that 
among the items of business two amend- 
ments to the Constitution will be presented 
for consideration by the members of the 
Association. 


THe CHILDREN’s MemoriAL 
(Cuicaco) Psycuiatric Cirnic.—A_ Di- 
vision of psychiatry has recently been estab- 
lished at the Children’s Memorial Hospital 
of Chicago with Dr. Henry H. Fineberg at- 
tending psychiatrist and 2 full-time child 
psychologists and a supervising psychiatric 
social worker. The service will combine 
teaching of residents, nurses, social service, 
Northwestern University medical students, 
and senior hospital staff members with re- 
search therapy both in the clinics of the hos- 
pital and on the wards. 


SEVENTH INDUSTRIAL HEALTH CONFER- 
ENCE.—This conference took place Septem- 
ber 23-25 at the Shamrock Hotel in Houston, 
Texas. The meeting was addressed by for- 
mer Secretary of the Army Gordon Gray, 
now President of the University of North 
Carolina and Chairman of the Atomic En- 
ergy Commission Personnel Security Board, 
and Dr. Elmer Hess, President-elect of the 
American Medical Association, who spoke 
on “Industry and Medicine.” 

Themes of the 3 symposia conducted were: 
“Industry in the Atomic Age,” “Absentee- 
ism, Alcoholism, and Mental Health in In- 
dustry,” and “Establishing Effective Health 
Programs in Industry.” Two further ses- 
sions dealt with the various aspects of in- 
dustrial nursing. 


Dr. F. R. Havitanp Dies.—Following 
several years of retirement because of failing 
health, Dr. F. Ross Haviland died at his 
home in Syracuse, N. Y., June 27, 1954. His 
age was 74. 

Dr. Haviland was formerly director of 
psychiatry at Manhattan State Hospital, later 
clinical professor of psychiatry at Fordham 
University Medical School (1914-1920) and 
at Long Island College of Medicine (1927- 
1937). 

He was a brother of Dr. C. Floyd 
Haviland who served both as secretary and 
president of The Americen Psychiatric 
Association. 


New Menrtat Hospirat, East Bronx.— 
Governor Dewey of New York has an- 
nounced that a new 4,000-bed mental hos- 
pital costing $45,000,000 will be built in the 
East Bronx on a 124-acre site along the 
Hutchinson River Parkway. It will form 
part of a vast medical center which includes 
the East Bronx General Hospital and Albert 
Einstein College of Medicine of Yeshiva 
University. 

The present construction program of the 
State Department of Mental Hygiene calls 
for the expenditure of $200,000,000 and the 
provision of 16,000 additional hospital beds. 

During the past decade the New York 
State mental hospital population has in- 
creased from 90,000 to 112,000 and is still 
increasing. One-third of the state budget is 
appropriated for the Department of Mental 
Hygiene. 


Dr. Porter to Direct State UNIVER- 
siry or Mepicine.—Announce- 
ment has been made of the appointment of 
Dr. Howard W. Potter as acting dean of 
New York State University College of Medi- 
cine in Brooklyn. Dr. Potter is professor of 
psychiatry in that institution and director of 
psychiatric services at Kings County Hos- 
pital. He served for many years as treasurer 
of The American Psychiatric Association. 
He assumes his new duties September 1, 


1954. 


PoLIoMYELITIS.—The Public Health Serv- 
ice, U. S. Department of Health, Education, 
and Welfare, reports that, for the first 7 
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months of 1954, 9,185 cases have been re- 
ported, compared with 9,840 cases for the 
same period last year. Both years are far 
below the record of 10,582 cases reported in 
the same pericd, 1952. 

More than a third of the cases this year 
have been in 3 states— California, with 1,525 
cases ; Texas, 1,400, and Florida, 619. 

For the week ending July 31, nearly 1,500 
cases were reported throughout the country, 
about 28% more than for the previous week. 
Increased incidence is normal at this time of 
year. Last year the peak occurred during the 
third week in August, and in 1952 during the 
second week in September. 

State health officers were notified by the 
Public Health Service of the availability on 
July 14 of the second allocation of gamma 
globulin for use against poliomyelitis. Allo- 
cations to states are made under policies 
established by the Office of Defense Mobili- 


zation. 


Fire Hazarps INsTITUTIONS.—The 
National Board of Fire Underwriters an- 
nounces publication of a new edition of its 
“Suggested Ordinance on Nursing, Conva- 
lescent, and Old Age Homes.” 

Within the last 10 years 4 of the more 
tragic fires in nursing and old age homes 
took the lives of 88 persons. The more im- 
portant hazards are: the use of highly com- 
bustible fibreboard on interior walls and 
ceilings, unenclosed stairs and dumbwaiters, 
lack of sufficient exits, inadequate fire sep- 
aration for parts of buildings containing spe- 
cial fire hazards, and lack of automatic 
sprinkler protection. 

Some nursing, convalescent, and old age 
homes have modern buildings of fire-resistive 
construction, but a great many existing 
homes are in buildings of combustible con- 
struction. Many of them are in buildings 
originally built for use as private dwellings. 

Large wooden frame buildings of 2 or 3 
stories provide reasonable fire safety when 
occupied by single families but when con- 
verted for housing a considerable number 
of persons, the hazard to life from fire is 
greatly increased, the National Board points 
out. 

To obtain a copy of “Suggested Ordinance 
on Nursing, Convalescent and Old Age 


Homes,” write to the engineering depart- 
ment, National Board of Fire Underwriters, 
85 John Street, New York 38, N. Y. 


MepicaL GRANTS.—The Sur- 
geon General of the Public Health Service, 
U. S. Department of Health, Education, and 
Welfare, has announced approval of federal 
grants totaling $14,685,671 for 1,442 medical 
research projects for basic and applied re- 
search in major diseases. The awards were 
made to scientists in 335 research institutions 
in the United States and are administered by 
the National Institutes of Health, research 
bureau of the Public Health Service. 

The National Institute of Neurological 
Diseases and Blindness was awarded $1,327,- 
089 for the continuation of 140 existing 
projects and $471,178 in 55 grants for new 
research. That National Institute of Men- 
tal Health received 25 new grants totaling 
$373,178 and $569,393 to be applied to ex- 
isting projects. 

The grants award program covers support 
of research in the medical and biological sci- 
ences, particularly in the causes and treat- 
ment of heart disease, cancer, mental illness, 
arthritis and other metabolic disease, the 
neurosensory and neuromuscular diseases, 
such as glaucoma, retrolental fibroplasia, 
multiple sclerosis, cerebral palsy and epi- 
lepsy, diseases of the teeth and oral cavity, 
and in certain diseases of microbiological 
origin, such as influenza, infectious hepatitis, 
the common cold, and malaria. 


CoNNECTICUT GRADUATE SEMINAR.— 
The eighth Connecticut Postgraduate Semi- 
nar in Psychiatry and Neurology will extend 
from September 27, 1954, through May 9, 
1955. The schedule is as follows: 

September 27 to December 10, 1954: 
clinical neurology, neuroroentgenology, elec- 
troencephalography, neuroanatomy, neuro- 
physiology, neuropathology, Mondays and 
Wednesdays from 3:00 p.m. to 9:00 p.m., 
at Yale University School of Medicine, New 
Haven. 

January 3 to February 28, Mondays from 
3:00 p.m. to 10:00 p.m.: general psychiatry 
(psychopathology, clinical psychology, psy- 
chiatric syndromes, therapy, psychosomatic 
medicine, geriatric psychiatry, and psychi- 
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atry and law), at the Connecticut State Hos- 
pital, Middletown. 

March 7 to April 11, Mondays from 6:30 
p.m. to 9:30 p.m.: child psychiatry, at the 
Yale University School of Medicine. 

April 11 to May 9, Mondays from 6:30 
p.m. to 9:30 p.m.: pediatric neurology, at 
Yale University School of Medicine. 

There are no fees for these courses. 
Copies of the program may be obtained from 
the Office of the Assistant Dean for Post- 
graduate Medical Eeducation, Yale Univer- 
sity School of Medicine, 333 Cedar Street, 
New Haven, Conn. 


GraDUATE Course, St. JosEPH’s Hospt- 
TAL, MILWAUKEE.—This hospital is offering 
a course of 10 weekly lectures, open to phy- 
sicians of the State of Wisconsin, entitled, 
“Emotional Problems Encountered in Every- 
day Medical Practice,” to be given every 
Wednesday from 8:00 p.m. to 9:00 p.m., 
beginning October 13, 1954. 

The course is designed to (1) introduce 
the doctor to broad patterns of human moti- 
vation and to the common causes and back- 
grounds of emotional disturbance; (2) to 
lead him to think in terms of the relation 
between emotional disturbance and illness ; 
and (3) to teach easily understandable 
methods of therapy. It will consist of 1-hour 
didactic lectures supplemented by slides and 
sound films, and followed by a 30-minute 
question-and-answer period. There will be 
one session devoted to demonstration of 
cases. Dr. Chris Buscaglia is chairman of 
the faculty. 

Credit for the American Academy of Gen- 
eral Practitioners will be arranged. The 
registration fee is 20 dollars. For further 


Brevity is the best guarantee for being read. 


information and application blanks, write 
Postgraduate Program, St. Joseph’s Hospi- 
tal, Milwaukee, Wis. 


“HIGHLIGHTS OF THE 1954 NATIONAL 
HEALTH ForuM.”—This publication, a di- 
gest of the 2-day forum on the “Changing 
Factors in Staffing America’s Health Serv- 
ices,” conducted by the National Health 
Council’s 34th annual meeting, will be of in- 
terest to health and social agencies and others 
concerned with enlisting citizen interest and 
support in local, state, and national efforts. 
As well as facts and suggestions brought out 
in the discussion, the monograph includes 
recommendations for action. 

Copies may be obtained at 75 cents each 
from the National Health Council, 1790 
Broadway, New York 19, N. Y. Quantity 
rates are available. 


For CLINICAL AND ExPERIMEN- 
TAL Hypnosis.—The Society will hold its 
fifth annual meeting on October 30, 1954, at 
the New York Academy of Sciences in New 
York City. Full membership in the Society 
requires American Specialty Board status, or 
the equivalent, and published hypnosis re- 
search. Psychologists require the Ph. D., 5 
years in clinical or experimental work and 
publications. Equivalent background is nec- 
essary for other disciplines. There are lesser 
requirements for associate members and 
greater for Fellows. The Society publishes 
the quarterly Journal of Clinical and Experi- 
mental Hypnosis. 

Inquiries about membership should be di- 
rected to the president, Jerome M. Schneck, 
M. D., 26 West oth Street, New York 11, 
N. Y. 
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A Court ror Cumpren: A Stupy or THE New 
Yorx Ciry Cuipren’s Court. B, Alfred J. 
Kahn. (New York: Columbia University 
Press, 1953. Price $4.50.) 


In any program for social progress, no tenet is 
more obvious than the fundamental one that reme- 
dial and preventive endeavors must be focused 
mainly upon children. Yet it remains apparent that 
many of the child-welfare agencies with greatest 
potentiality for achievement are still grievously 
defective. The juvenile courts are one example. 

A specific case is available in this report on a 
3-year study of the Children’s Court in New York, 
made under the auspices of the Citizens’ Committee 
on Children. Dr. Kahn, Associate Professor at the 
New York School of Social Research profited from 
exceptional facilities for observing the court and 
its wards at close hand, so his findings are au- 
thentic as well as expert. The gist of the com- 
mittee’s conclusions is that, in a world metropolis 
where exemplary leadership might be expected, only 
a minority of the 7,000 children brought into the 
court annually are treated “with kindness and skill,” 
and for many the court is “an insensitive instru- 
ment of an indifferent or hostile social world.” 

A frustrating aspect of this depressing situation 
is that, in some of its features and functions, the 
court is sympathetic and effective; in other words, 
the child is a victim of a sort of lottery in which 
his treatment depends upon the qualities of the 
judge and staff that happen to handle the case. Of 
the 18 judges sitting in the court, some are out- 
standing character, but more than half are charged 
with questionable practices. Much of the reason 
for this, as might be surmised, is the survival of 
the old political game in which judgeships are be- 
stowed as partisan rewards, leaving character and 
fitness an incidental consideration. Part of the 
result is that expensive psychiatric and probation 
reports prepared for their guidance often are ig- 
nored by judges who confine their routine to stereo- 
type lectures on public relief, church attendance, 
and human conduct. It is at least gratifying to 
learn that the presiding justice is aware of most of 
these defects and has tried to remedy them, but has 
been blocked by political factors and the need for 
corrective legislation. 

Widely varying staff performance, too, is an out- 
come of insufficient, undertrained and indifferent 
personnel, affected by low salaries, rapid turnover, 
and inept assignment. The service was considered 
adequate in only a small percentage of the cases; 
children and their parents were confused or fright- 
ened by the attendants’ manner and unqualified 
clerks were found exercising what amounted to 
professional judgment. The court’s physical facili- 
ties were anachronistic, formal, and, in effect, in- 
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timidating. Some basic services were entirely 
lacking. 

A majority of children brought into court re- 
ceive service that “does not reflect the juvenile 
court movement’s aspirations of the kind of help 
that fully qualified personnel with adequate com- 
munity resources at their disposal would be able 
to provide.” Fundamentally, the survey found, “the 
courtroom reflects the failure of the community to 
develop an adequate pattern of social welfare re- 
sources as much as it reveals the court’s own 
failings.” 

New York is no doubt typical of most cities in 
its needs in this field, some of which are: expan- 
sion of temporary shelters for neglected children; 
development of more psychological testing and psy- 
chiatric diagnostic facilities ; more public and volun- 
tary community resources for psychiatric treat- 
ment; transitional residences for teenagers released 
from institutions; vocational guidance and job 
placement facilities; better liaison with schools; 
and more foster homes for many kinds of children, 
particularly Negroes. 

But the fundamental needs are recognized to be, 
first, a public awareness of the ultimate economy 
of generous support of an undertaking as vital as 
justice for children, and, second, selection of judges 
by a yardstick of personality and equipment. The 
committee recognizes, too, that few capable judges 
are available ready-made and schooling or intern- 
ship for them should be considered as essential as 
it is in other technical professions. 

“Only a democracy, with its emphasis on the 
dignity and uniqueness of each person, will ade- 
quately recognize the dignity and uniqueness of 
each child,” Justice Jerome Frank of the U. S. 
Court of Appeals observes in a preface to the re- 
port. “If a city will not, or believes it cannot, 
afford to make many of those improvements which 
this report suggests, that fact will stand as a sign 
of the city’s decadence.” 

S. Banay, M.D., 
New York City. 


SocreTy AND PersoNALity Disorpers. By S. Kirson 
Weinberg, Ph.D. (New York: Prentice-Hall, 
1952. Price: $7.65.) 


The viewpoint of this book is that personality 
disorders arise in the process of socialization. In 
that process the individual will encounter many 
problems which he will be able to manage quite 
well and remain organized and adjusted to social 
living. Other problems may be encountered with 
which the personality cannot deal and so becomes 
disorganized and the individual maladjusted. 

A voluminous compendium, the book is divided 
into 5 parts. Part I deals with the theoretical bases 
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of disordered behavior. Part II discusses the social 
factors and various developmental processes which 
lead to neurotic, psychotic, and psychopathic dis- 
orders. Part III is concerned with particular modes 
of relationships and personality processes in indi- 
vidual and group psychotherapy; part IV, care 
and treatment of psychotic persons in mental hos- 
pitals, particularly state hospitals. Part V covers 
(1) the patient’s problems in posthospital readjust- 
ment in the community, and (2) the principles and 
measures taken to reduce or prevent personal dis- 
orders. 

It is well known that concepts of etiology and 
therapy in the personality disorders have, in recent 
years, been in an almost constant state of flux. 
Psychiatry has constantly enlarged its frontiers, 
and some of the major changes in outlook have 
been due to the contributions from sociology and 
anthropology. Parochial points of view in which 
the patient himself is the sole object of study have 
been forced steadily to yield ground to include find- 
ings from other disciplines, and the psychiatrist 
now, perforce, must take into his purview a much 
wider range of vision. 

With such a plethora of facts and figures, factors 
and theories, an adequate perspective is essential. 
The sum total of all these, quite thoroughly and 
impartially dealt with by the author, makes for a 
rather full and reliable panorama of the entire field. 

The book’s scope is practically encyclopedic, 
dealing quite exhaustively with the fruits of an 
enormous amount of thought and investigation by 
hundreds of investigators. Nevertheless, this work 
achieves an integrated unity, as for example: 
“From a theoretical line of attack, Sapir, who 
was familiar with anthropology, sociology and psy- 
chiatry, tried to find a mid-point between individual 
psychiatry and cultural anthropology. This middle 
resided within the field of social psychology and 
within the sphere of social relationships. In charac- 
terizing this culture-personality nexus, Sapir saw 
this area to consist of the emergent meanings of 
interpersonal relations, as Mead did earlier in social 
psychology.” 

Bringing the problems of personality disorders 
into a social perspective makes this book an in- 
valuable source of referral. Numerous case his- 
tories illustrate many minute facets. 

The state mental hospital, from a psychosocio- 
logical point of view has not received, to date, its 
due attention and study. The state hospital was the 
birthplace of psychiatry and continues greatly to 
influence its practices generally. Weinberg has 
made one of the few large-scale attempts to evaluate 
this intramural medium from the psychosociological 
point of view and has done so quite adequately. We 
shall see more of such studies as intramural therapy 
is further refined. 

Psychiatrists will find this work a valuable ref- 
erence book. Even the intelligent layman, seeking 
authentic information on mental disorders, will find 
here an unbiased, quite complete survey of the field. 

J. W. Krapman, M.D., 
Chicago State Hospital. 


ProspLems oF ConsciousNgss. Transactions of the 
Fourth Conference, 1953. Edited by Harold A. 
Abramson. (New York: The Josiah Macy, Jr., 
Foundation, 1954. Price: $3.25.) 


This slender volume of 179 pages does not solve 
the problems of consciousness but, in the good Macy 
Conference tradition, illuminates and heats them up. 
Perhaps more than in most of these meetings, the 
reader feels the strong disagreements among and 
between the biologists, social scientists, and mappers 
of the mind, as to the very approach to their sub- 
ject matter. There is debate on how consciousness 
should be grappled, what is the proper or useful 
frame of reference, let alone how it is to be ex- 
plained or manipulated. 

Perhaps for this reason, the factual matter in- 
troduced is subordinate to the elaboration of view- 
points. There was, one senses, much heat in the 
discussions—enough to generate at least a dul! red 
glow of light. And since this is the fourth, not the 
first, meeting of this interdisciplinary group, by 
which time considerable counderstanding usually 
develops, the presumption is that “consciousness” 
has proved an exceptionally elusive and central 
problem—as indeed it is. 

The first quarter of the book is occupied by 
Grinker’s synthesis of “Problems of Consciousness : 
A Review, an Analysis, and a Proposition” and the 
attendant discussion. The middle half is devoted to 
Parsons’ “Consciousness and Symbolic Processes” 
and to the especially vigorous and often critical dis- 
cussion of his view of consciousness as an interper- 
sonal event—including some give and take on the 
impingement of other persons on the liver of an un- 
born child. The final portion is concerned with 
“The Problem of Consciousness in Child Psychol- 
ogy Developmental Changes in Awareness,” by 
Piaget. 

As usual, the rubbing of well-developed minds 
on one another makes good reading. 

R. W. Gerarp, M.D., 
Neuropsychiatric Institute, 
University of Illinois College of Medicine. 


Tue INTeRview IN PsycCHIATRIC PRACTICE. 
By Merton Gill, Richard Newman, and Fred- 
erick C. Redlich. (New York: International 
Universities Press, 1954.) 


The object of this volume is to present a tech- 
nique for the conduct of the initial interview fash- 
ioned after our present-day understanding of the 
dynamics of the therapeutic interpersonal relation- 
ship. 

To emphasize the difference between the tradi- 
tional method and that advocated by the authors, 
there is presented a historical review of the initial 
interview illustrating an evolutionary movement 
from fact-gathering as a principal objective to an 
evaluation of the patient’s spontaneous productions 
in his interaction with the physician. The authors 
depreciate the effectiveness of a systematic inquiry 
into specific aspects of the life history—the conven- 
tional diagnostic “medically oriented” interview— 
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and advocate a spontaneous development of each 
interview following the patient’s own leads. The 
purpose behind the patient’s desire for therapy and 
the manner in which he relates himself to the inter- 
viewer are said to be of particular importance as a 
focus. It is stressed that the interviewer must dis- 
play empathy toward the patient while sensitizing 
himself to factors which maintain good rapport, con- 
stantly reinforcing the patient’s desires for help. In 
appraising the presenting problem, the interviewer 
is enjoined to consider the prevailing motivations, 
the patient’s capacity to utilize therapy, and external 
factors helping or hindering the undertaking of 
treatment. He is reminded that he must display a 
searching analytical and kindly attitude, and that he 
must permit his mind to rove freely so that he can 
make and test hypotheses freely. 

In evaluating the clinical validity of these ideas, 
it must be admitted that the old method of tabulat- 
ing a mental status in the initial interview is an 
arbitrary and artificial mode of dealing with a 
human being in trouble. The handling of a patient’s 
emotional turmoil calls for a skillful management 
of interpersonal nuances, as well as of multiform 
resistances, misconceptions, and faulty motivations 
—aspects not generally considered during the ini- 
tial interview. On the other hand, a too scrupulous 
observance of the rule of allowing the patient to 
pursue his own leads often results in a concentra- 
tion on restricted aspects of the total problem. 

An important object of the initial interview is to 
smooth the way to the patient’s acceptance of thera- 
peutic help. In order to do this, it is necessary not 
only to establish rapport with the patient, but to 
get pertinent information from him. This enables 
the interviewer to arrange for proper referral to a 
therapist best suited to help the patient in terms of 
the indicated therapeutic method, the estimated op- 
timal goals, and the sundry reality factors that may 
obstruct therapy. Toward this end statistical ma- 
terial will be required covering such aspects as 
identifying data, occupation, income, marital status, 
and previous treatment efforts to which the pa- 
tient has been exposed. It is also necessary to 
clarify prevailing misconceptions about treatment, 
to deal with varieties of resistances to psychother- 
apy, to handle inadequate motivation, to explore the 
level of insight, and to assay tentatively prevailing 
personality strengths and weaknesses. A frank dis- 
cussion of treatment possibilities is furthermore es- 
sential, the patient’s responses to recommendations 
being studied and untoward reactions handled. 
Where one does not interrupt the patient’s spon- 
taneous account, focusing on pertinent data, and 
asking pointed questions, one will not fulfill these 
objectives. The patient will leave the interview con- 
fused, frustrated, hostile, and unprepared for what 
is in store for him when he actually starts treat- 
ment. Additionally, because not enough informa- 
tion has been obtained, he may be exposed to an 
improper referral. 

One gets the impression in reading this book that 
the authors are somewhat too phobic about “data 


gathering” and “fact finding.” Implied is the idea 
that gathering data concerning the nature and se- 
verity of the patient’s emotional problem, and his 
attitudes toward it, nullifies the establishing of a 
proper relationship between patient and therapist. 
In this reference one must remember that the pro- 
viding of the proper emotional climate is more con- 
tingent on the personality of the therapist than on 
how he technically conducts the interview. Thus a 
pompous, rejecting, hostile or detached therapist 
will communicate his attitudes even in monosyllabic 
utterances as well as in nonverbal responses. The 
patient will pick up these attitudes and respond to 
them. Indeed a well-adjusted therapist who likes 
and respects his patient will establish better rap- 
port by using the old history forms than one who 
has perfected his interview technique and freezes 
the patient by attitudes of detachment or aggression. 
This is not to condone the antiquated mental status 
with its mechanical probing into sensitive spots in 
the patient’s life; for neglect of the interpersonal 
elements of the interview, with failure in communi- 
cation of empathy and of respect for the patient’s 
dignity and rights to self-determination, will nullify 
the purpose of the interview no matter how astute 
the therapist may have been in gathering data. 

While there is no one best way of managing an 
initial interview, one may both allow the patient to 
maintain the lead, and observe the rules of essential 
structuring, focusing, and probing. The authors are 
apparently cognizant of this since they admit the 
need for “a question or two adroitly put” and for a 
“diagnostic appraisal.” 

Many of the points emphasized seem to apply less 
to the “initial interview” than to the first interview 
with the therapist assigned to carry out psycho- 
therapy. Moreover the points stressed are valuable 
in consideration of the interviewing process itself. 

An interesting feature of the book is the innova- 
tion in psychotherapeutic teaching method—namely 
the use of long-playing records in conjunction with 
printed material. Three initial interviews, con- 
tained on 3 records, are made available to the pur- 
chaser of the book at a fair price. This enables the 
listener to observe not only the content of the ses- 
sion, but also to discern the emotional tone of the 
interview as revealed by intonations, inflections, ac- 
cents, pauses, and silences. Admittedly visual cues, 
such as gestures and facial expressions, are not ap- 
parent to the observer in these sound recordings; 
but, despite this limitation, the recordings bring an 
important dimension to the interview not contained 
in the printed text. 

To appraise the value of the recordings, they were 
played to a group of psychiatrists. While there was 
no uniformity of opinion, the consensus was that 
they were stimulating, instructive, and provocative 
of much discussion. The third recording especially 
—an initial interview with a schizophrenic girl— 
demonstrated an extraordinary sensitivity to the 
patient’s moods and conflicts, and a fine understand- 
ing of the technique of interviewing. 

Lewis R. Wotserc, M.D., 
New York City. 
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Curonic ALcoHoLisM: A Review oF LITERATURE. 
Brookside Monograph No. 1. By R. J. Gibbins. 
(Toronto: Alcoholism Research Foundation, 
1953. Price: $1.50.) 

This small book of 57 pages is, as it claims, “A 
Survey of Current Literature.” The material is 
divided into 3 chapters—the first, “Etiology,” the 
second, “Psychological Investigations of Alcohol 
Addiction,” and the third, “Treatment.” In general 
it may be said that the selection of material is well 
made and the conclusions drawn are in line with 
the best thinking on this subject. While some of 
the references are standard works which are not at 
all recent, a vast majority of references are within 
the last 10 or 12 years. The book can, therefore, 
be recommended as a worthwhile survey of recent 
work done on this subject. 

K. M. B. 


Noset Prize WINNERS IN MEDICINE AND PuHysi0L- 
ocy: 1901-1950. By Lloyd G. Stevenson, 
M.D., Ph.D. (New York: Henry Schuman, 
1954. Price: $6.50.) 

This book is the third in the series “A Half 
Century of Nobel Prize Winners in Physics, Chem- 
istry, Medicine, and Physiology.” It is a useful 
epitome of the advance of medicine during the first 
half of the twentieth century, as represented by the 
great discoveries which have earned for their au- 
thors the Nobel Prize. 

There have been 59 Nobelists in the medical 
sciences from Emil von Behring in 1901 to Kendall, 
Hench, and Reichstein in 1950. Within the limits 
of a book of a little less than 300 pages they must 
needs be dealt with briefly. They are treated 
chronologically. Under the name of each Nobel 
laureate there is first a short biographical sketch. 
Then follows a description of the work for which 
the award was made. This part is in the prize 
winner’s own words—usually an excerpt from the 
Nobel lecture delivered in Stockholm at the time of 
the presentation of the Prize. Finally there is in 
each case an editorial explanation of the meaning 
of the work, its relation to that of other investi- 
gators, and its consequences in medical practice. 

In 9 of the 50 years there was no award for 
work in the medical sciences. Seven of those years 
were devoted to the world dislocation of two global 
wars. There are no Nobel Prizes for warfare. 

Eight awards were for work in neurology, neuro- 
physiology, neurosurgery, and psychiatry. On four 
of these occasions two investigators shared the 
award. Chronologically, with extracts from the 
citations, these 8 were: 

1904.—Ivan Petrovich Pavlov (1849-1936) “In 


recognition of his work on the physiology of diges- 
tion... .” Pavlov demonstrated the part played 
by the vagus nerve. The gastric reflexes he de- 
scribed were conditioned reflexes and led to his 
later studies of the conditioned reflex which have 
had so great an influence on physiology, psychology, 
psychiatry, and education. 

1906.—Camillo Golgi (1844-1926), Santiago Ra- 
mon y Cajal (1852-1934)—“In recognition of their 
work on the structure of the nervous system... .” 

1927.—Julius Wagner-Jauregg (1857-1940)— 
“For his discovery of the therapeutic value of ma- 
laria inoculation in the treatment of dementia para- 
lytica.” Wagner-Jauregg first used this method 
(tertian malaria) in 1917. 

1932.—Charles Sherrington (1857-1952), Edgar 
Couglas Adrian (1889- )—“For their discov- 
eries regarding the function of the neurons.” Sher- 
rington’s The Integrative Action of the Nervous 
System was first published in 1906, latest edition 
1947. 

1936.—Henry Dale (1875- ), Otto Loewi 
1873- )—“For their discoveries relating to the 
chemical transmission of nerve impulses.” 

1944.—Joseph Erlanger (1874- ), Herbert 
Spencer Gasser (1888- )—“For their discoveries 
regarding the highly differentiated functions of 
single nerve fibres.” 

1949.—Walter Rudolf Hess (1881- )—“For 
his discovery of the functional organization of the 
interbrain as a coordinator of the activities of the 
internal organs.” 

1949.—Egaz Moniz (1874- )—“For his dis- 
covery of the therapeutic value of prefrontal leu- 
cotomy in certain psychoses.” Egaz Moniz is the 
founder of “psychosurgery” which has opened new 
chapters both in brain surgery and in the treatment 
of mental disorder. 

It will be noted that of these 8 awards 6 have 
been for work on the anatomy, physiology, and bio- 
chemistry of the nervous system as such. Only 2 
Nobel Prizes were awarded for investigations in 
psychiatry in the strict sense (Wagner-Jauregg 
and Egaz Moniz). In both these cases the prize- 
winning research had to do with the treatment of 
mental illness by physical methods, in the first by 
inoculation with malaria and in the second by psy- 
chosurgery. No study in the psychology of mental 
disorders or in psychotherapy has been selected for 
an award. 

In this unique volume are brought together the 
greats during 50 years of twentieth-century medical 
science, and in compiling and interpreting their 
prize-winning contributions Dr. Stevenson has ren- 
dered a notable service. 


LEARNED IGNORANCE 


It is clear, therefore, that we know nothing concerning the truth except that we know it 
to be incomprehensible precisely as it is; for the truth being absolute necessity, which can- 
not be more or less than it is, presents itself to our understanding as possibility. Therefore, 
the quiddity of things, which is the truth of beings, is unattainable in its purity; all phi- 
losophers have sought it, none has found it, such as it is; and the more we shall be pro- 
foundly learned in this ignorance, the more we shall approach truth itself. 


—NICHOLAS oF CUSA, 
(Fifteenth Century). 


> 2) 
4 
de! 
is 
“wes 
ee 
= 
be 
iy 
x 


IN MEMORIAM 


CLARENCE PAUL OBERNDORF, M.D. 
1882-1954 


On May 30, 1954, a coronary attack 
proved fatal to Dr. C. P. Oberndorf. An at- 
tack eighteen months earlier eventually led 
to curtailment of activities. This was ex- 
tremely difficult for a man who has utilized 
good health for a very active life as psychi- 
atrist, author, editor, and leader in allied 
fields. Dr. Oberndorf remained unmarried— 
an unusual status for a psychoanalyst—and 
undoubtedly this had multiple determinants. 
But not least among them was Dr. Obern- 
dorf’s absorption in his chosen field and a 
jealous reservation of his time for it. 

At the turn of the century, young Dr. 
Obernudorf was interning at Bellevue Hospi- 
tal, New York. His attention was directed 
to the plight of patients suffering from neu- 
rotic disturbances. Their treatment, if any, 
was still based on suggestion or shock. He 
often recalled with embarrassment his being 
ordered to treat a patient with pseudocyesis 
by spraying her with cold vichy. However, 
this experience stirred up a need for greater 
knowledge and adequate preparation for 
psychotherapy. He continued his postgradu- 
ate studies in Europe under Theodor Ziehen 
and Emil Kraepelin. On his return he joined 
the staff of Manhattan State Hospital where 
he participated actively in the early applica- 
tion of Sigmund Freud’s theories in the un- 
derstanding of the psychoses. At that time 
Adolf Meyer was there as director of the 
Psychopathology Institute. On the staff were 
also young men who later reached heights 
in psychiatry: Macfie Campbell—later Pro- 
fessor of Psychiatry at Harvard; David 
Henderson—later Sir David, head of the 
Royal Edinburgh Infirmary; Clarence O. 
Cheney—later Professor of Psychiatry at 
Columbia, and Dr. Samuel W. Hamilton. All 
of them contributed to a spirit of zest and 
enthusiasm in their chosen field. 

In 1909 he became one of the first psycho- 
analysts in private practice in the United 
States. He also became a close collaborator 
of Abraham A. Brill in promoting psycho- 
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analytic teaching and practice. He was a re- 
sourceful therapist and a gifted observer 
who in his early career developed the habit 
of sharing his experiences with others. His 
successful practice did not deter him how- 
ever from returning to Europe (1921-22) 
to enrich his understanding and experience 
by a personal analysis with Freud. 

In 1913, Dr. Oberndorf organized a 
psychiatric clinic (as part of the Neurologi- 
cal Service) at Mt. Sinai—one of the first 
of its kind in a general hospital. He at- 
tracted to it young psychiatrists with an in- 
terest in the psychoanalytic approach. Many 
psychiatrists who later established enviable 
careers in psychiatry and psychoanalysis had 
their experience in psychotherapy in the 
clinic. The senior members of the clinic also 
came to serve as consultants on the wards 
for patients whose clinical pictures appeared 
to have etiological or secondary psychic fac- 
tors. This involved pioneering work, for, in 
addition to the patients investigated, it was 
oriented to alerting the physicians and sur- 
geons to the potency of emotional factors in 
human ailments. At a time when psycho- 
analysis in the United States was still not 
established, Dr. Oberndorf skillfully and pa- 
tiently introduced the nonpsychiatrists on the 
staff to psychoanalytic principles in both the 
understanding and management of patients. 
He also introduced occupational therapy in 
the psychiatric clinic, which in turn led to 
the establishment of a social club for the 
patients. In this and many other ways Dr. 
Oberndorf laid the foundation for the 
present large and active psychiatric service 
at Mt. Sinai. 

He remained with Mt. Sinai for many 
years. From 1925-39 he held the rank of 
associate psychiatrist. He resigned in 1939 
when he failed in his efforts to get a separate 
psychiatric service. However, in 1953, when 
such a separate service was well established 
Dr. Oberndorf was appointed consulting 
psychiatrist, an honor usually reserved for 
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former heads of departments. In addition, 
shortly before his death, Mt. Sinai Hospital 
honored Dr. Oberndorf by establishing a 
“Clarence P. Oberndorf Visiting Psychi- 
atrist Program.” He was also clinical profes- 
sor of psychiatry at Columbia (1936-53). 

Dr. Oberndorf’s experience at Sinai 
pointed up to him the importance for the 
therapist to have an understanding and 
empathy for the traditions and mores of his 
patients and their ancestors. This led him 
to help in the establishment of the Commit- 
tee on Mental Health among Jews, of which 
the now expanding Hillside Hospital is a 
development. He also organized a psychi- 
atric service at what is now the Pleasantville 
Cottage School of the New York Jewish 
Child Care Association and when the Jewish 
child-caring agencies in New York amalgam- 
ated in 1941, he headed the Department of 
Psychiatry as Director. 

Dr. Oberndorf’s recognized leadership 
was further attested by his election to the 
presidency of leading societies in his chosen 
field: The New York Psychoanalytic So- 
ciety (of which he was one of the founders), 
The New York Society for Clinical Psychi- 


atry, The Schilder Society, The Ameri- 


can Psychoanalytical Association, and The 
American Psychopathological Association. 
He was also chairman of the section of 
neurology and psychiatry of the New York 
Academy of Medicine. To all these organi- 
zations he gave a great deal of time and 
effort. 

Dr. Oberndorf had an impressive person- 
ality. He made many friends and enjoyed 
maintaining contact with them. He had the 
happy faculty of putting people at ease. His 
love for people and delight in conversation 
made it easy for others—no matter of what 
age or status—to benefit from his advice. 
As early as medical school days, when he 
served as assistant in the operating room he 
attracted attention by his unusual conversa- 
tional ability with patients being operated 
upon under local anesthesia. Their attention 
was distracted to the benefit of patient and 
surgeon. (This experience was probably one 
of the determinants for the choice of psychi- 
atry as a profession.) His informal manner, 
peppered with a charming “kidding,” always 
stimulated exchange of opinions. It was a 


special pleasure for younger colleagues to 
talk things over with “Oby” (as his friends 
called him). One could always rely on his 
wide experience and interests and one did 
not have to fear to venture with new ideas, 
because “Oby” himself never gave up the 
search for new ways and means of handling 
psychic disturbances. 

With patients, Dr. Oberndorf’s point of 
view was warmly clinical. He was human- 
being sensitive and was dedicated to the un- 
derstanding of the patient, solicitude for his 
weifare, and a consistent effort to alter the 
abnormal elements. Even in long and tedi- 
ous investigations, he always kept in mind 
the reasons which brought the patient to him. 

Even though the years brought great suc- 
cess and Dr. Oberndorf attained an impor- 
tant place as therapist and author in American 
and international psychiatry and psycho- 
analysis he never lost his human touch and 
warmth. It has been my privilege to accom- 
pany “Oby” when he spoke to the sick, when 
he discussed a matter with an interested 
physician, when he strove vigorously to 
make his point, when he tried to do so via a 
pointed anecdote, or when he merely nodded 
his head and maneuvered his participating 
eyes. In all of these there was a strong feel- 
ing of shared interest, a comaraderie, a spirit 
of good fellowship. 

Early in his academic years Dr. Obern- 
dorf engaged in writing; he even hoped to 
make journalism his career. Later, as an 
analyst, he was greatly amused when a friend 
said to him: “Well, what are you now? 
Only a fellow snooping around in the affairs 
of other people like any small-time journal- 
ist. The difference is now you have it 
brought to your door and get paid for it to 
boot.” He utilized his literary talent in his 
scientific work. He wrote more than 120 
scientific papers. A few early papers on neu- 
rology were followed by papers on general 
psychiatry. However, the bulk of his papers 
were in the sphere of psychoanalysis, and 
were proof of his strong consistent interest 
in problems of therapy. Difficult, nontypical 
cases fascinated and stimulated him and led 
to a number of important contributions on 
the phenomena of depersonalization, unre- 
ality, and related states. For the last decade 
of his life he focused his writing on the prob- 
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lems of results of therapy. He shared with 
others his puzzlement about failure of anal- 
ysis in cases where it ought to succeed. Some 
colleagues misunderstood this effort and in- 
terpreted it as a sign of disappointment in 
psychoanalysis. But to them Dr. Oberndorf 
would say “Successes I take for granted. My 
failures are a source of concern to me.” 

He was also the author of three books: 
The psychiatric Novels of Oliver Wendell 
Holmes, a study of psychiatric insight in the 
portrayal of characters in the pre-Freudian 
era; Which Way Out, a utilization in story 
form of psychiatric principles, and A His- 
tory of Psychoanalysis in America. This 
was writtea largely from the point of view 
of an active participant. He knew intimately 


many of the leaders and followed closely 
their ideas and activities. In addition he was 
for years Associate Editor of the /nterna- 
tional Journal of Psychoanalysis and of the 
American Journal of Psychiatry. 

For a man with a predilection for the ex- 
pression of positive ideas and convictions, 
Dr. Oberndorf didn’t make persistent ene- 
mies. His lofty idealism and thought- 
through orientation served to lessen the 
anger of his opponents. He was also guided 
by a clinical principle of using only a toler- 
ated dosage and calling on the time factor 
for assistance. His active participation, criti- 
cal orientation, and helping devotion will be 
missed by many. 

Paut Goorker, M. D. 
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With S.K.F.’s remarkable new drug, ‘Thorazine’: 

“Impressive therapeutic results were obtained in acute and 
manic-depressive patients in the manic phase. Attacks are 
significantly shortened. Relapses are less frequent than with E.C.T.” 
(Lehmann, H.E., and Hanrahan, G.E.: A.M.A. Arch. 

Neurol. & Psychiat. 71:227 |Feb.] 1954) 

Available in tablets and ampul solution for injection. 


Additional information on ‘Thorazine’ is available on request. 
Smith, Kline & French Laboratories, 
1530 Spring Garden Street, Philadelphia 1 
& *Trademark for chlorpromazine hydrochloride, S.K.F. 
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by Medcraft 


White for catalogue & price list 
Elaectroencephalographs 
Shock Therapy Equipment 
Elactrestimulaters 


Units 
ry Cquip PP 


Medcraft Carp. 


426 GREAT EAST NECK ROAD 
BABYLON, N. Y. 


Cables: Medcraft-Babylon NY Telephone: BAbylon 6-2837 
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WALKIE-RECORDALL 


8-1h. SELF-POWERED 
BATTERY RECORDER 


specially designed 
for the psychiatrist 
to meet his every need ee 


Automatic Undetected Recordings up to 4 hrs. 


The self-powered Walkie-Recordall permits you to make undetected, 
unsupervised recordings automatically—anytime, anyplace—in or out 
of the office—while walking, riding or flying—without connecting to 
electric socket. The miniature Walkie-Recordall weighs only 8 Ibs., 
including self-contained standard batteries. Provision available also 
for operation from 110 v. A.C. May be had with Miles Standard 
Briefcase. Walkie-Recordall picks up and records consultations, lec- 
tures, diagnosis and interviews in or out of closed briefcase. These 
undetected recordings insure an uninhibited response. 


Sensitivity Range -- 60 ft. radius 


Walkie-Recordall — up and records within a 60-ft. radius. The 
Automatic Voice Equalizer assures equal voice volume within the 
sensitivity range. Monitoring provision from microphone or tele- 
phone is available. 


Voice Activated ‘‘Self-Start-Stop’’ Eliminates Supervision 


Using this control, recording is automatically and instantly started 
upon the activation of voice vibrations and stops, automatically, 
within 6 seconds after voice ceases. The recording of silent periods 
is completely eliminated. This feature is particularly desirable when 
gathering additional information from patients when left unattended, 
insuring uninhibited response through self-expression. 


Case History Simplification 


A single Sonaband, the compact, easy-to-file recording medium, has 
a recording capacity of 8 hours on both sides. Recordings, which 
may be accumulated at intervals, are indexed, permanent and un- 
alterable. A case history file may be compiled of Sonabands at a cost 
of only 3¢ per hour. Using Walkie-Recordall, time consuming and 
expensive transcriptions may be completely eliminated by direct 
reference to Sonabands. The unique indexing arrangement permits 
immediate playback of any portion of previously recorded text. 


Telephone Recordings 


When using Miles Telemike, Walkie-Recordall wil. record two-way 
telephone conversation. 


WALKIE-RECORDALL — a product of 30 years of research 


For literature and price list write Dept. AJP-10 


MILES REPRODUCER COMPANY, INC. 


812 BROADWAY 


* NEW YORK 3, N. Y. © SPring 7-7670 
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PRINTING + LITHOGRAPHING + GRAVURE + BOOKS + FOLDING BOXES «+ LABELS 


Controlled 


for Printing 


Satisfaction 


In this new four-acre plant—one of the most modern and completely equipped 
in America—The Lord Baltimore Press produces a wide range of high quality 
Printing and packaging requirements. 

Lighting and atmospheric conditions are standardized for uniform and efficient 
results. Raw materials, reproduction methods and finishing processes are under 
laboratory control. Skiliful technical advice, editorial assistance and functional 
designing are available to supplement our mechanical facilities. 


Satisfying and helping the customer are our principal concerns. May we have 
an opportunity to discuss your printing needs? 


THE LORD BALTIMORE PRESS 


Edison Highway and Federal Street 

BALTIMORE 13, MARYLAND 
NEW YORK: 477 Madison Ave. CHICAGO: Suite 1928, 333 N. Michigan Ave. 
LOUISVILLE: Starks Bldg., 4th & Walnut St. LOS ANGELES: 1231 S. Main St. 
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20 years’ versatile, 


effective use 


Pentot 


Used in combination Used alone 


*maximum compatibility with all *rapid, smooth induction 
other anesthetic agents 
*easily-controlled levels of 


*reduced dosage of other agents anesthesia 


*quick response to the surgeon’s *pleasant, swift recovery 
needs 
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“PRESCRIPTION ACCURACY” 
IN ELECTROTHERAPY 


You want the same precision in electro- 
therapy which you demand in admini- 
stering pharmaceuticals. And rightly so: 
correct dosage is essential for best ther- 
apeutic results. 

Offner instruments for electrotherapy 
make no compromise in accuracy and 
safety.Current amplitude, wave-formand 
duration are controlled with precision. 

Type 733 Conventional Electroshock 
Apparatus precisely predetermines the 


treatment current. Provides slow cur- 
rent rise or ‘‘glissando.” 

Tyre 736A Electrotherapy Apparatus 
provides a wide range of precisely con- 
trolled modalities for the newer electro- 
therapy mothods. 

Type 735B Brief Stimulus Apparatus 
—a simplied instrument providing 
most of the features of the Type 736A. 
Write for literature. 


OFFNER ELECTRONICS INC. 


5312 North Kedzie Avenue 
Chicago 25, USA 


West Coast Representative: 
ROLAND OLANDER AND CO. 
7225 Beverly Blvd Los Angeles 36, California 
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Electro- 


Ther with proven 
GLISSANDO TREATMENT 


reduces severity of convulsion... 
reduces chance of fracture... 


Model 160-G 
$250.00 


As illustrated complete 
with electrodes 


PORTABLE 


complete with 


electrodes — UNITS 


Glissando in Electro Shock Therapy is the method of applying the shock 
stimulus to the patient in a smooth, gradually increasing manner so that the 
severity of the initial onset is minimized. In the Lektra equipment this gradual 
increase is AUTOMATICALLY controlled for uniformity and consistency 
of results. The Glissando rate of rise, variable from .4 second to 2.0 seconds 
in steps of 0.2 second may be selected to regulate the degree of “glide” into 
the actual shock treatment. The Glissando is incorporated within the unit in 
such a manner that either Glissando Shock Therapy or 

Conventional Shock Therapy can be given at will. 


Write Dept. A for Free Literature 


LEKTRA LABORATORIES, inc. 


154 ELEVENTH AVENUE—~NEW YORK 11, N. 
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_ The Role of the Adenylic System (A. T.P.- -A.D.P.- A 
ro 


IRONYL 


THE IRON SALT 
OF YEAST 
ADENYLIC ACID 


Adenosine-3-M onophosphate 


FRET 
The adenylic system is an essential 
factor in regulating carbohydrate 
metabolism and energy release in 
muscle and in the phosphorylation 
of thiamin to the biologically active 
coenzyme cocarboxylase. 


Adenosine - 3 - monophosphate _re- 
mains in the blood stream im the 
free state without being deami- 
nated, acting as a constant reservoir 
of adenosine for the build up of 


In cases of fatigue and exhaustion and in diseases associated with spasm and in- 
sufficient relaxation and striated muscles such as sacro-iliac, arthritis and torti- 
collis, IRONYL® supplies adenosine-3-monophosphate as a source of muscle 
energy. It may be mixed in the same ampul as an injectable B complex for in- 
creasing the effectiveness of B complex therapy. 


Each 1 ee. ampul of IRONYL® contains 32.4 mg. of Iron Adenylate (4.4 mg. of 
available iron and 28 mg. of Adenosine-3-Monophosphate). Each sublingual 
tablet contains 32.4 mg. of Iron Adenylate. 


IRONYL® IS SUPPLIED IN ONE CC AMPULS IN BOXES OF 10S, 25S AND 100S 
AND IN SUBLINGUAL TABLETS IN BOTTLES OF 12 AND 25S. 


Available for the Clinical Investigator: PROCANYL (Procaine Adenylate). 
Each 1 ee. ampul contains the equivalent of 20 mg. of procaine base (2%) and 
30 mg. of adenosine-3-monophosphate. 


INC. 


PHYSIOLOGICAL CHEMICALS CO., 


3 LE FEVRE LANE 
NEW ROCHELLE, NEW YORK 
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THE TECHNIQUE OF PSYCHOTHERAPY 


LEWIS R. WOLBERG, M. D. 

In this new volume, Dr. Wolberg provides for the first time a complete, authorita- 
tive treatise on every phase of the therapeutic situation, from first to final interview— 
including practical details of patient relationships aside from the actual treatment. 
He delineates step-by-step all the procedures involved in the treatment of emotional 
problems, and every point is illustrated with ample case material. The approach is 
an eclectic one, concentrating on the basically sound therapeutic structure underlying 
all schools of psychotherapy, from which every therapist may profit. Thorough, de- 
tailed, this book will stand for years to come as an inexhaustible source of relevant, 
essential information. (880 pp., large format, $14.75) 


THE VOICE OF NEUROSIS 
PAUL J. MOSES, M.D. 


Voice, Dr. Moses points out, is one of the most revealing keys to personality avail- 
able. Indeed, it is often the primary expression of the individual. This volume 
concentrates on the voice of the neurotic, independent of the content of the words, 
and demonstrates new acoustic dimensions which are applied to the interpretation of 
various neurotic manifestations. Psychiatrists who are confronted with “voice 
neuroses” will, of course, find this book invaluable, while those psychiatrists who do 
not work with specific vocal disorders will discover many practical applications 
in Dr. Moses’ thesis that vocal dynamics mirror psychodynamics; the understand- 
ing of vocal dynamics that this book provides will be of major assistance in diagnosis 
and treatment. (132 pp., $4.00) 


EXISTENCE AND THERAPY 


An Introduction to Phenomenological Psychology and Existential 
Analysis 


ULRICH SONNEMANN, PH. D. 

Existentialism has witnessed an extraordinary growth in Europe during the past ten 
years, and the movement of “psychological existentialism” which has grown side by 
side with the philosophical school is one to be reckoned with by American practi- 
tioners. Dr. Sonnemann here gives the reader a systematic presentation of both the 
practical and theoretic aspects of this science of man. Psychiatrists of all schools 
will find in #zistence and Therapy an introduction to a method which has wide- 
spread ramifications and which will have many applications in their practice. 
(392 pp., $7.75) 


Please send, on approval: 


Wolberg ($14.75) 


| Moses ($4.00) 
(| Sonnemann ($7.75) 


check enclosed 


C) charge my account 
381 Fourth Avenue New York 16, N.Y. 
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REITER 


ELECTROSTIMULATORS 


“THE ORIGINAL THERAPEUTIC CEREBRAL STIMULATORS” 


NO technic employing electrical currents, muscle relaxant 
drugs, or a combination thereof, can completely prevent 
incidence of undesirable side effects. . . 


BUT technics developed for use with the REITER 
ELECTROSTIMULATOR have provided the means to 
REDUCE SIDE EFFECTS to an ABSOLUTE MINIMUM 


It is with considerable pride that introduction of Model RC47C is 


i announced. This new model, developed under a coordinated clinical and 
a laboratory research program includes many far-reaching advancements. 
4 One completely new feature is the incorporation of a rugged, easily set, 
4 electronic timer with second and minute hands providing stop-watch ac- 
id curacy up toa full hour. With its automatic safeguards, Model RC47C 
4 provides for an amazing reduction of thrust even under an extremely high 


introduction of current. 


MODEL RC47C: 


Convulsive therapy—full range 

¢ Focal treatment—unilateral and bilateral convulsions 

+ Non-convulsive therapies 

¢ Barbiturate coma and other respiratory problems ' 
Electro-sleep therapy 


MODEL CW47D provides most of the aforementioned features ex- 
cept for electro-sleep therapy. The electronic timer may be had on 
special order. 


OVER 125 REFERENCES IN LITERATURE AND TEXT BOOKS— 
Bibliography and literature on request 


38 WEST 48th svneni ROOM 606, NEW YORK 36, N. Y. 
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AQUACHLORAL 
Supprettes® 


Chloral Hydrate in Suppository Form 
The NEOCERA Base 


A special blend of water-soluble 
waxes requiring no refrigeration. 


Advantages 

Non-barbiturate, non-cumulative 
and no gastric disturbances. Ac- 
= curate and pre-measured dosage 
SUPPRETTES without any rectal discomfort or 
AQUACH LORAL| irritation. No leak-back after in- 
a sertion. Rapid solubility assures 


prompt sedation. 

Supplied 

Aquachloral Supprettes, 5 grains 
(green), 10 grains (blue), 15 grains 
(yellow) in jars of 12. 


Professional Samples Upon Request 


The William At. Webster Co. 


MEMPHIS 3, TENNESSEE 
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muscle 


No longer need the advantages of muscle : 
relaxation during electro-convulsion therapy relaxation 
be foregone because of the disadvantage 
of prolonged effect. Speed of action 
and recovery are characteristics of for E. .. 7. 
‘Anectine’ medication. 


‘Anectine’ produces full relaxation within 
90 to 120 seconds of injection; the effect 
lasts about 2 minutes, and recovery of 
muscle tone begins immediately thereafter. 
As with all relaxants, facilities for 

oxygen insufflation must be available when 


‘Anectine’ is given. When apnea does occur, 
its average duration is about 2 minutes. 


References: Wilson, W. and Nowill, W. K.: 
Southern Psychiatric Meeting, 1952. 


Holmberg, G. and Thesleff, S.: Am. J. 
Psychiat. 108:842, 1952. 


SUCCINYLCHOLINE CHLORIDE INJECTION 


20 mg. in each ce. 
Multiple-dose vials of 10 ce. oS 
Ready for intravenous injection. 


For full information, write to — 


& Burroughs Wellcome & Co. (U.S.A.) Inc., Tuckahoe 7, N. Y. 
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BOOKS FROM CHICAGO 


The Human Animal 


By WESTON LA BARRE. Illustrated by sus ricHert. With rare elo 
quence, the author presents his synthesis of the sciences of man: a drama- 
tic integration of human biology, cultural anthropology, psychiatry, and 
their related fields. $6.00 


Dynamics of Groups at Work 


By HERBERT A. THELEN. A basic handbook for everyone concerned 
with group action, this volume is a unique compendium of theory, practical 
wisdom, and concrete example. Here is an application of social science to 
social action which combines sophistication of theory with the practical 
insights of actual experience. $6.00 


Psychotherapy and Personality Change 


CO-ORDINATED STUDIES IN THE CLIENT-CENTERED APPROACH 


By the Staff of the Counseling Center, University of Chicago. CARL R. 
ROGERS and ROSALIND F. DY MOND, editors. The first study to pro- 
vide scientific evidence, based upon adequate methods and controls, that 
people do change as a result of psychotherapy. Thirteen studies are reported, 
each investigating a different hypothesis as to change, and each presenting 
the objective evidence; there are also case siudies containing extensive 
excerpts from actual interviews. $6.00 


The Integration of Behavior 


VOL. I: BASIC POSTULATES 


By THOMAS M. FRENCH, M.D. In this study, the first in a projected 
five-volume work, Dr. French uses a case history of the thoughts and acts of 
one person during two years of psychoanalytic treatment. $5.00 


VOL. Il: THE INTEGRATIVE PROCESS IN DREAMS 

By THOMAS M. FRENCH, M.D. This second volume in The Integra- 
tion of Behavior series continues the author's analysis of the conscious and 
unconscious patterns upon which human behavior is based. Dr. French 
deals systematically and at length with aspects of dream psychology which 
have previously received only passing attention. The first major work on 
dream interpretation since Freud’s work in 1900. $6.50 


At your bookstore, or from 


THE UNIVERSITY OF CHICAGO PRES 
5750 Ellis Ave., Chicago 37, Ill. 
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IRURETAGOYENA SANATORIUM . 
Full resident NERVOUS arid MENTAL DISORDERS Buildings for care 


an associate staff a: ALCOHOLISM and DRUG ADDICTION 7 ELDERLY people. | 
in Modern Methods of Treatment 


Moderate Rates. 


‘References: The Chase National -_ of The City of New Y Hay Cuba 
DR. BERNABE IRURETAGOYENA, M ork, 


Member Cuban Neuropsychiatric Ass'n Havana, Cuba. 


ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


AMERICAN JOURNAL OF PSYCHIATRY 
1270 AVENUE OF THE AMERICAS, Room 310 
New York 20, New York 


ADDRESS 
SIGNATURE 


Subscription $12.00 a year or by the Volume. Foreign Postage $1.00 extra (Volume 111 began with 
July 1954 issue). 


4 

Date 

Fase Enclosed herewith is $.............. for one year’s subscription to the AMERICAN 

% JOURNAL OF PSYCHIATRY beginning with Volume ......... Number ......... 
Print 
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BALDPATE, INC. 


Georgetown, Mass. 
Geo. 2131 


Located in the hills of Essex County, 
30 miles north of Boston 


For the treatment of psychoneuroses, 
personality disorders, psychoses, alcohol- 
ism and drug addiction. 


Psychotherapy is the basis of treat- 
ment ; electric shock treatments, sub-coma 
and deep coma insulin therapy when in- 
dicated ; sleep treatment for withdrawal 
of narcotics. 


Occupation under a trained therapist, 
diversions and outdoor activities. 


G. M. Scuiomer, M. D., 
Medical Director 


Founded 1879 


RING SANATORIUM 


Eight Miles from Boston 


For the study, care, and treatment of 
emotional, mental, personality, and habit 
disorders. 


On a foundation of dynamic psycho- 
therapy all other recognized therapies are 
used as indicated. 


Cottage accommodations meet varied 
individual needs. Limited facilities for 
the continued care of progressive disor- 
ders requiring medical, psychiatric, or 
neurological supervision. 


Full resident and associate staff. Cour- 
tesy privileges to qualified physicians. 


BENJAMIN Simon, M. D. 
Director 
E. Wuirte, M. D. 
Assistant Director 


Arlington Heights, 
Massachusetts 
ARlington 5-0081 


® Books of Professional Interest 


THE TROUBLED MIND 


BEULAH C. BOSSELMAN, M. D. 
University of Illinois Medical School 
Psychiatrie study of success and failure in human 
adaptation by a practising psychiatrist concerned 
with the need for more readily avaiiable help for 
the mentally disturbed. Clear account of psycho- 
logical and emotional development gives good basis 
for early recognition of maladjustment. “A sound 
book—well w ing.” Archives of Physical 
Medicine and Rehabilitation $3.50 


FORENSIC PSYCHIATRY 


HENRY A. DAVIDSON, M.D. 

American Academy of Forensic Sciences 
First complete coverage of all important legal 
phases of psychiatry, and psychiatric aspects of the 
law. Guidance on court testimony and evidence, 
examination, cross-examination, legal reports, etc. 
“Belongs high on any list of recommended reading 
in the field.” American Journal of Psychiatry $8 


Intensive Group Psychotherapy 


GEORGE R. BACH, PH.D. 

Formerly, University of Southern California 
Practice and theory of this rapidly growing method 
of treating personality disorders. Fully discusses 
clinical techniques in group therapy; benefits to 
patient not always present in individual therapy; 
lower cost. “Well-written treatise .. . rich tn clini- 
cal material.” Digest of Neurology and Psy- 
chiatry $6 


A Primer for Psychotherapists 


KENKETH MARK COLBY, M.D. 
Mount Zion Hospital, San Francisco 
Principles of psychotherapy in simple form for the 
beginning practitioner. Explains procedure in in- 
terviews, and reasons for each step in therapy. 
“The beginner should find it invaluable. Those 
with years of psychotherapy experience should find 
its simplicity refreshing.” American Journal of 
Psychotherapy $3.25 


r—— USE COUPON TO ORDER 


Please send books checked: 
The Troubled Mind, Bosselman 
(0 Forensic Psychiatry, Davidson 
© Intensive Group Psychotherapy, Bach 
©) A Primer for Psychotherapisis, Colby 
(Save postage by remitting with order. 
Money refunded if not satisfied.) 


C) Cheek enclosed C) Bill me 


THE RONALD PRESS COMPANY 
15 East 26th Street, New York 10 
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emotionally disturbed children . . . 


THE ANN ARBOR SCHOOL 


. . . isa private school for children from six to fourteen, 
of average or superior intelligence, with emotional or 
behavior problems. 


. . . providing intensive individual psychotherapy in a 
residential setting. 
A. H. KAMBLY, M. D. 411 FIRST NATIONAL BLDG. 


Director Ann Arbor, Michigan 


THE ANDERSON SCHOOL 


Staatsburg-on-Hudson, New York 


The Anderson School is a co-educational, residential school, junior and senior high school, and a 
two-year postgraduate department. The school is accredited by the New York State Department 
of Education, and a majority of its graduates regularly enter college or junior college. It is 
a oriented and is well equipped with the most modern methods and oe not 
only in academic, recreational and modern school environment fields, but particularly in person- 
nel and guidance of each individual student. A full-time psychiatrist and psychologist are in 
residence. Our work emphasizes a much wider concept of student eg | and growth than is 
conceived of in present-day education. Educating the student as a person, adjusting and maturing 
his personality is a primary aim. 


V. V. AnveRson, M.D., LL. D., Director 


For further information write to 
Lewis H. Gace, Headmaster 


84 miles from New York City Telephone: Staatsburg 3571 


BROWN SCHOOL CHILDREN 
ARE HAPPY CHILDREN! 


And, Doctor, if you prescribe special training for the 
exceptional child, may we offer our services? The 
BROWN SCHOOLS are large enough to have ample 
facilities, small enough to have friendly, home atmos- 
phere. Trained staffs, including psychiatrists, psy- 
chologists, and registered nurses, combine talents to 
make The BROWN SCHOOLS a happy place for the 


exceptional child. View Book and full details on 
request. 


PAUL L. , D., 
LYNDON BROWN —— 


F. A. P.A. 
Medical Director 


The Schools 


FOR EXCEPTIONAL CHILDREN 


President 


P.O. BOX 4008-D AUSTIN, TEXAS 
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THE SOUTHARD SCHOOL THE MENNINGER CHILDREN’S CLINIC 


Intensive individual psychotherapy in a | Outpatient psychiatric and neurologic eval- 
residential school, for children of elemen- | uation and consultation for infants and 
tary school age with emotional and be- | children to eighteen years. 

havior problems. 


Department of Child Psychiatry 
THE MENNINGER FOUNDATION 


J. Correr HirscuBerc, M. D., Director Topeka, Kansas; Telephone 3-6494 


The HAVEN SANITARIUM 


ROCHESTER, MICHIGAN 


John D. Whitehouse, M.D., _ A private hospital for the diagnosis and treat- 
Clinical Director ment of nervous and mental illness. 


Approved by A.M.A. 


Member of American and Michigan Hospital 
Tele shone: OLive 1-9441 Associations. 


Graham Shinnick, Manager 


HIGH POINT 
HOSPITAL 


v 
PORT CHESTER, NEW YORK 
POrt Chester 5-4420 


Emphasis is on analytically oriented psychotherapy, each patient receiving a minimum 
of three therapeutic hours per week. Physiologic forms of treatment are available; 
therapy administered by attending psychoanalysts, and residents in advanced training 
under the immediate supervision of the director; staff of medical and surgical con- 
sultants for psychosomatic studies; near New York City. 


ALEXANDER GRALNICK, M.D., F.A.P.A., Director 


WILLIAM V. SILVERBERG, M.D., F.A.P.A. 
Chief Consultant in Psychotherapy 


Rutu Fox, M.D., Associate Consultant 


STEPHEN P. JEWETT, M.D. 
Chief Consultant in Clinical Psychiatry 


L. CLovis Hirninc, M.D., Associate Consultant 


Attending Psychiatrists: STEPHEN W. Kempster, M.D.; Mervyn ScuHacnut, M.D. 


Associate Psychiatrists: Leonarp C. FRANK, M.D.; Sytvia L. Gennis, M.D.; Leonarp Gotp, M.D., 
F.A.P.A.; Danie, L. GoLpstern, M.D., F.A.P.A.; H. M.D. 


Psychologists: Leatrice Styrt ScHAcHT, M.A.; ALBERT L. Sopot, Px.D. 


Consulting Staff: Neurology, KENNETH M. Ganc, M.D.; Gynecology, H. Haro_p Giss, M.D., F.A.CS.; 
serene: FRANK T. Massucco, M.D., F.A.C.S.; Internal Medicine, NaTHANIEL J. Schwartz, M.D., 


F.A.C 


ARNOLD J. RopMaN, M.D., F.C.C.P.; Dentistry, Irvinc J. GRALNICK, D.D.S 
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FAIR OAKS 


INCORPORATED 


Summit, New Jersey 


A 70-BED MODERN, PSYCHIATRIC HOSPITAL FOR 
INTENSIVE TREATMENT AND MANAGEMENT OF 
PROBLEMS IN NEUROPSYCHIATRY. 


20 MILES FROM NEW YORK CITY TELEPHONE SUMMIT 6-0143 


Oscar Rozett, M. D., THoMAs P. Prout, JR., 
Medical Director Administrator 


Twenty minutes from Times Square, Brooklyn and Bronzr 


River Crest Sanitarium 


Ditmars Blvd. and 26th Street, Astoria, L. I., New York City 


Modern facilities for the thorough Treatment of 
Nervous, Mental, and Alcoholic Patients 
Landscaped twelve acre park. Thorough study and treatment. All accepted type of 


treatment available with individualized at.ention tc psychotherapy, insulin and elec- 
troshock therapy. Full cooperat‘on with referring physicians. 


JOHN C. KINDRED, M.D. LAYMAN R. HARRISON, M. D. 
Consultant Physician in Charge 


Telephone AStoria 8-0820 


XXX 


=F 
SSS 
‘Gg 
a 
A : 
3 


An Institution for the study and treatment of Nervous and Mental Disorders 
Write for booklet 
EST. 1898 
RUTH D. SIHLER, Director JOHN H. NICHOLS, M.D., Medical Director 


WINDSOR HOSPITAL 
CHAGRIN FALLS, OHIO — Telephone: Chagrin Falls 7-7346 
Member American Hospital Ass’n and Central Neuropsychiatric Hospital Ass’n 
— Approved by The American College of Surgeons — 


North Shore Health Resort 


on the shores of Lake Michigan 


WINNETKA, ILLINOIS 


NERVOUS and MENTAL DISORDERS 
ALCOHOLISM and DRUG ADDICTION 


Modern Methods of Treatment 


MODERATE RATES 


Established 1901 Fully Approved by the 
Licensed by State of Illinois American College of Surgeons 


SAMUEL LIEBMAN, M.&., M. D. 
Medical Director 


225 Sheridan Road Winnetka 6-0211 
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ESTABLISHED 1911 


WESTBROOK SANATORIUM 


eA private psychiatric hospital em- Staff PAUL V. ANDERSON, M.D. 

end REX BLANKINSHIP, M.D. 

ment procedures—electro shock, in- Medical Geer 

sulin, psychotherapy, occupational and 

recreational therapy—for nervous and ‘THOMAS F, COATES, MD, 
mental disorders and probl of 4 
addiction. R. H. CRYTZER, Administrator 


P. O. Box 1514 RICHMOND, VIRGINIA _Phone 5-3245 
Brochure of Views of our 125-Acre Estate 
Sent on Request 


HARWORTH HOSPITAL 


525 E. Grand Blvd., Detroit 7, Mich. Phone WA 3-4300 
A private hospital for the diagnosis and treatment of NERVOUS, EMO- 
TIONAL, ALCOHOLIC DISORDERS and DRUG HABITUATION. 


CHARLES G. KILLINS, M. D.—Medical Director 


MARGARET BIAMA, M.D. WERNER SCHMIDT, M. D.—Chief of Staff 
NATHAN KALICHMAN, M.D. 


Separate buildings for nervous and emotional disorders. 


Registered with American Medical Association and American Hospital Association. 


The LIVERMORE SANITARIUM 


LIVERMORE, CALIFORNIA 
SAN FRANCISCO OFFICE—450 SUTTER STREET 


For the Treatment of Nervous and Mental Diseases 


The Hydropathic Department, for nervous and general patients; the Cottage Department, 
for mental patients. Features: near Oakland and San Francisco; ideal climate; large beauti- 
ful grounds; hydrotherapy, athletic and occupational departments; clinical laboratory; large 
trained nursing force. Rates include room, suitable diet, medical care, general nursing and 
routine examinations. Booklet on request. 


O. B. JENSEN, M.D., Superintendent and Medical Director 
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This room in McFarland Hall is 
typical of the quarters in this open 
> unit of Hall-Brooke .... a private 
=. psychiatric hospital devoted to active 
treatment, analytically-oriented psy- 
chotherapy, and the various somatic 
therapies. 


Hall-Brooke 


Greens Farms, sox 31, Connecticut 
Telephone: Westport, CApital 7-5105 


George S. Hughes, M.D., Medical Director Heide F. Bernard 


Leo H. Berman, M.D., Clinical Director Samuel Bernard Administrators 


HIGHLAND HOSPITAL, INC. 


Affiliated with Duke University 


A non-profit psychiatric institution, offering modern diagnostic and treatment pro- 
cedures—insulin, electroshock, psychotherapy, occupational and recreational therapy— 
for nervous and mental disorders. 


The Hospital is located in a seventy-five acre park, amid the scenic beauties of the 
Smoky Mountain Range of Western North Carolina, affording exceptional opportunity 
for physical and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services and therapeutic treatment for 
selected cases desiring non-resident care. 
R. CHARMAN CARROLL, M.D. ROBT. L. CRAIG, M.D. 


Diplomate in Psychiatry Diplomate in Neurology and Psychiatry 
Medical Director Associate Medical Director 
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THE CARROL TURNER SANATORIUM 
MEMPHIS, TENNESSEE, Route 10, Box 288 

For the Diagnosis and Treatment of Mental and Nervous Disorders 
Located on the Raleigh-La Grange Road, five miles east of the city limits. Accessible to U.S. 70 (the 
Bristol Highway). 53% acres of wooded land and rolling fields. Equipment new and modern, including the 
latest equipment for electro-shock, physical and hydrotherapy. Special emphasis is laid upon occupa- 
tional and recreational therapy under the supervision of a trained therapist. An adequate nursing person- 
nel gives individual attention to each patient. 


COMPTON SANITARIUM 


820 West Compton Boulevard 
Compton, California 
NEvada 6-1185 


HIGH STANDARDS OF PSYCHIATRIC TREATMENT 
Approved by the AMERICAN COLLEGE OF SURGEONS 


LAS CAMPANAS HOSPITAL UNDER SAME MEDICAL 
DIRECTION 


G. CRESWELL BURNS, M.D. 


PHILIP J. CUNNANE, M. D. Medical Director 


Director HELEN RISLOW BURNS, M. D. 
Assistant Medical Director 


Established in 1915 
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No words 
needed... 


Before ever he speaks a word, he asks your love. 
In it begins the security he will need forever. 


The whimper when he’s hungry, the sigh of peace 
when he’s fed and warm, the cuddle of his sleepy 
body —all these tell a need that never ends. 

The need that none of us outgrows: to be safe 
and secure in body and heart as long as we live. 


That each of us is free to make secure the lives 
of those we love, is our peculiar privilege. 

As we take care of our own, we also take care 
of America. Out of the security of each home 
rises the security of our country. 

Your security and your country’s begin in 
your home. 


Saving for security is easy! Here’s 
a savings system that really works—- 
the Payroll Savings Plan for invest- 
ing in United States Savings Bonds. 


This is all you do. Go to your com- 
pany’s pay office, choose the amount 
you want to save—a couple of dollars 
a payday, or as much as you wish. That 
money will be sct aside for you before 
you even draw your pay. And auto- 
matically invested in Series E Savings 
Bonds which are turned over to you. 

If you can save only $3.75 a week 
on the Plan, in 9 years and 8 months 
you will have $2,137.30. For your sake 
and your family’s, too, how about sign- 
ing up today? 


The U.S. Government does not pay for this advertisement. It is donated by this publication in cooperation 
with the Advertising Council and the Magazine Publishers of America. 
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INDISPENSABLE 


To every psychiatrist, every psychiatric clinic and every psychiatric 
hospital. 


Patients travel or move to other parts of the United 
States. Patients have relatives and friends in all parts 
of the country who frequently ask to be referred to col- 
leagues or have recommended to them privately practic- 
ing psychiatrists or clinics throughout the United States, 
therefore, it is indispensable that you own a copy of the 


BIOGRAPHICAL DIRECTORY OF THE AMERICAN PSYCHIATRIC 
ASSOCIATION, Price now $10.00 (1950 Edition) 


You can locate in the geographical index the names of 
psychiatrists practicing within a certain area and the 
exhaustive alphabetical section of the Directory gives you 
complete information about more than 4,000 of your col- 
leagues with reference to: 


Training 

Research Activities 

Type of Psychiatric Training 

Affiliation 
‘The most frequently consulted book in my office’ Dr. S., 
New York 


“Indispensable for my referrals’”’ Dr. H., Los Angeles 


“Proves helpful every day in my social service depart- 
ment and saves us many hours of work” F. McT., Head of 
Psychiatric Social Service of Large Mental Hospital, 
New Jersey 


Secure a copy immediately by ordering now as only a 
small stock remains. 
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THE ULTIMATE GOAL IS 
ADJUSTMENT OF 
THE “WHOLE CHILD” 


The psychologic value of all aspects of 
treatment, training and education is care- 
fully considered for each child at The 
Woods Schools. The ultimate goal is adjust- 
ment of the “‘whole child,” physical, intel- 
lectual and social. Each child is taught to 
handle practical situations, acquire good 
work habits, accept responsibility, meet 
social situations, enjoy social experiences, 
and to function at the maximum of his or 
her ability as an individual and as a mem- 
ber of the group. 


MEDICAL STAFF 
Leslie R. Angus, M.D., Director of Psychiatric Services 
and the child Research Clinic 
William L. Noe, Jr., M. D., Director of Medical Services 
Eugene B. Spitz, M. D., Neuro-Surgery Consultant 


PSYCHOLOGICAL STAFF 
Myrtle E. Wampler, M. A. 
Fritz Stirner, M. A, 
Kathryn Burchard, M, A, 
Gisela Ungurian, M. A. 
Paul M. Forest, M. A. 
Frank P. Bakes, Ph. D., Attending Consultant in Speech 
Ruth M. Strang, Ph. D., Attending Consultant in Reading 


Edward L, Johnstone, 
President 


THE WoopbDs SCHOOLS 


A non-profit organization, founded iw 1913 
LANGHORNE, PENNSYLVANIA. 
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THE ANXIOUS CHILD 


may discover his own integrity 
through iniensive or supportive psychotherapy 


supplemented by life in an accepting environment 


CLINICAL STAFF— 


PENNSYLVANIA 
MEDICINE-PSYCHOTHERAPY 
Calvin F. Settlage, M.D. 

Director 


Ph.D. 

tor of 

Robert Devereux, M.D. 
Ruth E. Duffy, M.D. 
Michael 6. Dunn, Ph.D. 
Herbert H. Herskovitz, M.D. 
Robert L. Hunt, M.D. 
Joseph J. Peters, M.D. 
Albert S. Terzian, M.D. 
Walter M. Ubler, M.D. 


PSYCHOLOGY-EDUCATION 
Edward L. French, 

Director 
Milton Brutten, Ph.D. 
Selma J. Eble, A.M. 


Robert L. Brigden, Ph.D. 
Director of the Ranch Schoot 
Robert G. Ferguson, W. J. ¥ Jr., AM. 
Marguerite B. Horn, A.M. 


Inquiries invited. Address: 
Joun M. Barciay, Director of Development 
Devon, Pennsylvania 


EVETEWU chooks 


UNDER THE DEVEREUX FOUNDATION 
HELENA T. Devereux, Cirector 
J. CuiFForD Scott, M.D., Executive Director 
SANTA BARBARA, CALIFORNIA DEVON, PENNSYLVANIA 


it 
Jobe R. Kieiser, Ph.D. 
Kathryn F. Kramer Ay 
Morgan W. McKean, A.M. 
Gertrude Miller 
Robert A. Semple, II, B.R.E. 
4 
Jack Shelley, M.Ed. 
George Spivack, Ph.D. 
Rarbara R. Winters, B.S. 
Conrad R. Wurtz, Ph.9, 
PROFESSIONAL STAFF 
CALIFORNIA 
Consulting 
Richard H. Lambert, M.D. 
f 
Ivan A. MeGuire, M.D. 
Oavid L. Reeves, M.D. 
Consulting Neurologist 

2 
> THE DEVERELX 
; 
ing 


